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Kettling, W.: Tumor of the Jaw, With a Consid- 
eration of the Cases Treated at the Anschar 
Hospital at Kiel During the Years from 1908 to 
1919 (Tumor mandibulae, unter Beruecksichtigung 
der in der Jahren 1908 bis 1919 im Anschar-Kranken- 
haus zu Kiel behandelten Faelle). 1933: Kiel, Dis- 
sertation. 

Besides the tumors found also in other parts of the 
skeleton, there occur in the jaws peculiarly local 
odontogenic tumors. The author classifies the latter 
as follows: (1) cysts (a) radicular, (b) follicular; (2) 
adamantinomata, (3) odontomata; and (4) congeni- 
tal odontoblastomata. 

In general, tumors develop more frequently in the 
maxilla than in the mandible, and jaw tumors are 
more common in females than in males. 

The radicular dental cysts develop in fully formed 
teeth from granulomata. They show internally an 
epithelial lining and contain a clear yellowish fluid. 
In cases with infection they contain pus cells, epi- 
thelial cells, and cholesterin platelets. In the cancel- 
lous bone of the maxilla these cysts find a greater 
possibility of extension than in the mandible. 

The follicular cysts are traceable to disturbances 
of development of the tooth germ. According to 
Pflueger. the Malassez epithelial ridge serves as the 
matrix. The interior of the cysts is lined with squa- 
mous or cylindrical epithelium. 

The adamantinomata, which appear in solid and 
cystic forms, are traceable to a proliferation of super- 
fluous tooth germs or paradental residue of the 
enamel epithelium. Although these tumors do not 
metastasize, local recurrences appear if they are not 
removed completely. Clinically, they are benign. 

The odontomata do not represent a uniform type 
oftumor. They consist of dental tissue elements and 
may develop from one or more embryonic rudiments. 
Occasionally a fully developed tooth is found hidden 
under an odontoma. The most harmless are the 
odontomata attached to the roots, the so-called 
“enamel drops.” 
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The congenital odontoblastomata (congenital epu 
lides) are extremely rare. They appear as tumors 
about the size of hazelnuts which are attached to the 
jaw by a broad base. They are clinically benign. 

Of the tumors of the jaw not arising from the 
dental system, the malignant tumors are the most 
common. All forms of sarcoma (myelogenous, peri- 
osteal, undifferentiated round-cell, spindle-cell, and 
many others) are represented. The relationship of 
the so-called giant-cell sarcoma to osteitis fibrosa is 
disputed. 

To the immature tumors of the connective tissue 
series belong, in addition to the sarcomata, the epu 
lides, which have their origin in the periosteum of 
the alveoli, especially the peridontium. Certain 
exogenic factors (inflammation, chronic mechanical 
irritation) and endocrine disturbances of the organ 
ism (pregnancy) are believed to be responsible for 
their development. They occur about twice as often 
in women asin men. It is necessary to differentiate 
between epulis fibromatosa and apulis sarcomatosa 
According to Konjetzny, the latter should be con 
sidered, not a true tumor formation, but a localized 
osteitis fibrosa. A third form of epulis is the so 
called epulis carcinomatosa which, in contrast to the 
other types, forms metastases. In this type of epulis, 
resection of the affected jaw should be done, whereas 
in the fibromatous and sarcomatous types a thor 
ough scraping of the diseased tissue under local 
anesthesia usually gives good results. 

In contrast to the sarcomata, carcinoma of the 
jaw occurs more frequently in males than in females. 
It is most common in the fifth and sixth decades of 
life. ‘The true primary carcinomata originating from 
the mucous membrane of the jaw (carcinomata of 
the mucosa of the alveolar process, the antrum. and 
carcinomata from the residua of the dental anlage) 
must be differentiated from secondary carcinomata 
of the mucous membrane of the mouth, lips, salivary 
glands, and tongue, which may extend to the jaw. 
Frequently these carcinomata develop on the basis 
of leucoplakia. On histological examination the 
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tumor is found to be a carcinoma simplex or a squa- 
mous-celled, or cylindrical-celled epithelial cancer. 
A hope of cure is offered only by early intervention 
with radical removal of the diseased tissue. Post- 
operative recurrences are exceedingly frequent. In 
inoperable cases of extensive carcinoma with lymph- 
gland and hematogenous metastases the only treat- 
ment to be considered is irradiation. The results 
from irradiation alone are extremely poor. On the 
other hand, after surgical removal of a carcinoma 
energetic irradiation is advisable to decrease the 
danger of recurrence. 

On the basis of six cases of carcinoma and one case 
of sarcoma of the mandible, the author discusses the 
principles of the surgical treatment of these tumors. 
According to the extent of the growth, partial re- 
section or total extirpation of the diseased bone, or, 
under certain conditions, even exarticulation is nec- 
essary. Essential for a good cosmetic result is pros- 
thetic after-treatment. An important advance in 
modern surgery is the use of an implantation pros- 
thesis which is introduced into the wound immedi- 
ately and left to heal in. The removed bone is best 
replaced by a free bone transplant. Pain is usually 
relieved by anzsthetizing with novocain the tri- 
geminal branches at the base of the skull according 
to the method of Braun or the gasserian ganglion 
according to the method of Haertel. The bleeding 
from the bone (inferior alveolar artery) is best con- 
trolled by compression with wax or by the use of the 
thermocautery. To prevent aspiration of blood, a 
prophylactic tracheotomy is sometimes necessary. 
The peroral intubation of Kuhn and the use of intra- 
tracheal insufflation anesthesia induced by the 
Meltzer-Auer method are also of value. 

In conclusion the author says that satisfactory 
results in the treatment of tumors of the jaw require 
close and intelligent coéperation between the sur- 
geon and dentist. E1cHBaAuM (Z). 


EYE 


Beigelman, M. N.: Actinomycosis of the Orbit. 
Arch. Ophih., 1933, x, 664. 


The author reports a case of actinomycosis of the 
orbit which came to autopsy and reviews seventeen 
cases of this condition which he collected from the 
literature. 

His own case was that of a forty-five-year-old 
man who had a painless tumor in the parotid region. 
Following its excision, the neoplasm was diagnosed 


as a “granuloma of undetermined etiology.” The 


wound continued to suppurate for months, and the 
process extended into the orbit, causing proptosis 
and optic neuritis, and into the brain, causing a low- 
grade meningitis. The patient died about thirty 
months after he first noticed the tumor. 

Cultures made from smears from an abscess in the 
temporal lobe of the brain showed the characteristic 
mycelia. The author believes that the infection may 
have entered the orbit and brain through the 
sphenoidal fissure. 


Whether or not large doses of potassium iodide 
would have changed the picture is problematical as 
the danger of the condition lies in the extension into 
the cranial cavity. The meningitis may cause few or 
no clinical signs or symptoms. 

Tuomas D. ALLEN, M.D. 


Vail, D. T., Jr.: Mixed (Teratoid) Tumors of the 
Lachrymal Caruncle. Arch. Ophth., 1933, x, 593. 


Vail reviews the literature on tumors of the carun- 
cle, suggests a classification of such tumors, and 
reports a case. 

The case was that of a man twenty-four years old 
who had had a growth in the inner canthus for many 
years. The tumor had had a single large hair in it 
for seven years, and three weeks before the patient 
was seen by Vail it suddenly began to grow rapidly. 
The neoplasm was a firm, sessile, glistening, reddish 
tumor with rounded edges which measured 10 by 
8 by 4.5 cm. The microscopic section contained 
fibrous and adipose tissue, smooth muscle, a seba- 
ceous gland, hair follicles, a large cyst, numerous 
small cysts, many blood vessels, and lakes of blood. 
No evidence of malignancy was observed, and three 
years after the operation the patient remained free 
from recurrence. Tuomas D. ALLEN, M.D. 


Kronfeld, P. C.: Function of the Re-attached 
Retina. Arch. Ophth., 1933, x, 646. 


Little has been published concerning the function 
of the re-attached retina. An anatomical re-attach- 
ment without return of function is a gain, but the 
possibility of the return of vision will always be the 
chief inducement for a patient to submit to opera- 
tion. 

The author reports in detail six cases in which 
careful perimetric and central field studies were 
made. These were cases of partial sector-shaped 
retinal detachments of more than one month’s 
duration which were successfully operated upon by 
the Gonin-Lindner or Weve diathermy methods. 
The 2-degree white isopter was normal outside of 
its limitation at the immediate area of operation. 
The 0.17-degree isopter for white was constricted 
in each case, the degree of radial constriction ap- 
parently depending strictly on the duration of the 
detachment and perhaps on the age of the patient. 
The dark field paralleled the isopter for 0.17 degrees 
closely except that in one case of very long standing 
it remained nil over the entire re-attached area. The 
longitudinal extent of the constriction for white, 
colored, and light targets in the dark room paralleled 
the extent of the detachment. No signs of remote, 
permanent noxious effects were observed following 
uncomplicated operations by the Gonin-Lindner, 
Lindner-Guist, or Weve-Safar method. 

In cases of partial or complete macular detacti- 
ments of less than two months’ duration and cascs 
of partial macular detachments of more than two 
months’ duration the prognosis for the restoration 
of function is favorable. 

Witttim A. Mann, Jr., M.D. 
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SURGERY OF THE 


NOSES AND SINUSES 


Leroux, L., and. Delarue, J.: Contribution to the 
Histological and Anatomoclinical Study of 
Nasal Polyps (Contribution a l’étude histologique 
et anatomo-clinique des polypes du nez). Ann. 
danat. path., 1933, X, 879. 


Various histological types of nasal polyps are 
described. In the most common type the covering 
epithelium is normal, but the chorionic elements 
show proliferation and are dissociated by oedematous 
fluid. In some cases the inflammatory phenomena 
are minimal, as in pseudomyxoma. In others, they 
are marked and the epithelium undergoes changes 
which may result even in total necrosis and bone 
involvement. In a third group, the inflammatory 
signs are superficial and the deeper portion of the 
polyp consists of a granular tissue rich in newly 
formed blood vessels. This is the telangiectatic in- 
flammatory granulation which, when epidermized, 
forms the histological substratum of a true polyp. 
It is the type found in cases of numerous multiple 
polyps of the sinuses and septum. 

In a slightly different variety of polyp the fibrous 
proliferation assumes important proportions, sclero- 
sis is the predominant histological feature, and the 
epithelium is nearly always in a state of malpighian 
metaplasia. 

Among the inflammatory polyps there are those in 
which the plasmocytes seem to predominate, giving 
the appearance of pseudo-tumors (plasmocytomata) 
and, in the opinion of some, furnishing proof of a 
syphilitic origin of the inflammation. Russel bodies 
may be found in the plasma cells and free. 

Of greater interest in the authors’ opinion are the 
polyps in which eosinophile cells predominate, being 
found not only in the perivascular inflammatory 
nodules but also distributed throughout the entire 
section and especially at the surface in the sub- 
epithelial zone among the epithelial cells themselves. 

In some cases the term “polyp tumor” might be 
more descriptive. Sometimes the polyp appears to 
be invaded by numerous glandular acini in a state of 
proliferation so violent as to seem. in itself patho- 
logical. The general shape of the polyp in such cases 
is that of an adenoma. The chorion may be fibrous or 
edematous, and is often in a state of more or less 
active inflammatory reaction. 

One type of polyp, the pseudo-angiomatous type, 
presents numerous vascular cavities. In others the 
inflammatory symptoms have subsided and only a 
dense sclerosis remains about the newly formed 
vessels. There are also polyps resembling in ap- 
pearance a capillary angioma with numerous blood 
cavities but no inflammatory phenomena whatever. 

It is clear that nasal polyps do not constitute a 
constant definite histological entity, but all of the 
aspects may be considered different phases of the 
inflammatory process from polypoid pseudo- 
myxoma to bothriomycoma, from telangiectatic 
granulation to angiomatous polyp, and from slight 
glandular hyperplasia to the adenomatous polyp. 
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However, the pathogenic processes for each type 
differ. Thus, in the granular polyps, polyps with 
acute inflammation, polyps rich in fibrous tissue and 
inflammatory cells, and polypoid plasmocyte granu- 
lomata there is usually a lesion of focal infection 
with or without bone involvement, whereas in 
polyps in which the chief feature seems to be an 
cedematous infiltration of the chorion there are 
evidences of a veritable hyperergic inflammation. 
In the latter type a vasomotor disturbance is the 
factor responsible. Recurrent polyposis may be in- 
terpreted as a manifestation of the exudative 
diathesis. The eosinophile polyps are stigmata of 
the asthmatic diathesis. The authors believe it most 
difficult to prove a neoplastic origin of polyps, es- 
pecially as so many cases of pseudo-angioma and 
pseudo-adenoma show an inflammatory basis. 

EpIta SCHANCHE Moore. 


Stewart, J. P.: Progressive Lethal Granulomatous 
Ulceration of the Nose. J. Laryngol. & Otol., 1933, 
xlviii, 657. 

The author reports ten cases of progressive lethal 
granulomatous ulceration of the nose. The patho- 
logical basis of this condition is unknown. From the 
clinical and microscopic appearance Stewart con- 
cludes that the lesion is not a tumor but essentially 
a pyogenic condition, a chronic inflammatory proc- 
ess. The clinical picture is that of progressive de- 
struction of the nose, face, and pharynx. It is char- 
acterized by a prolonged hectic fever and frequent 
severe hemorrhages. The most marked feature is 
the patient’s complete lack of resistance to the infec- 
tion. The condition differs from agranulocytosis in 
the fact that the leucocytes range from 2,200 to 
14,800 but the proportions of the cells are normal. 

In all of the cases reported the condition was 
successfully differentiated from syphilis, tuberculo- 
sis, malignancy, agranulocytosis, mycosis, myiasis, 
yaws or frambesia, rhinoscleroma, leishmaniasis, 
rhinopharyngitis mutilans (gangosa), and trophic 
post-encephalitic ulceration. 

Bacteriological studies in seven cases showed a 
streptococcus in combination with a staphylococcus. 

Local applications proved useless. Arsenic had no 
effect on the progress of the disease. Radium was 
employed in two cases with indefinite results. Deep 
radiotherapy seemed more promising and in the 
author’s opinion should be given a further trial. 

James C. BRASWELL, M.D. 


MOUTH 


Grossmann, F.: The Results of Radium Therapy of 
Cancer of the Tongue on the Basis of the 
Material of the Government Roentgen Insti- 
tute in Leningrad (Die Ergebnisse der Radium- 
therapie des Zungenkrebses nach dem Material des 
Staatlichen Roentgeninstituts in Leningrad). Vest. 
Rentgenol., 1932, X, 185. 


Radium therapy may be employed in a greater 
number of cases of cancer of the tongue than radi- 
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cal surgical treatment as even inoperable cases fre- 
quently respond to it. However, grossly neglected 
cases with large metastases in the glands, metastases 
in the lungs, or cachexia should not be treated by 
irradiation as in such cases this treatment tends to 
accelerate the course of the disease. 

The author’s material includes seventy-two cases 
in which radon implants were used and the glandular 
metastases were removed surgically or irradiated 
with the roentgen rays or radium or both. The 
period of observation ranged from a few months 
to five years. Twenty-four (33.3 per cent) of the 
patients were cured, eighteen (25 per cent) showed 
marked improvement, eleven (15 per cent) showed 
some improvement, seventeen (24 per cent) showed 
no change, and two died. Of the twenty-eight pa- 
tients who were treated more than three years ago, 
25 per cent were definitely cured. To prevent a 
severe reaction, the condition of the mouth should be 
improved as much as possible (carious teeth) be- 
fore the treatment is begun. Large doses of irradia- 
tion are not indicated. The thickness of the wall 
of the platinum needle should not be less than 0.5 
mm. 

Treatment of the glandular metastases is very 
difficult. In the first stage of metastasis, when the 
glands are not yet palpable, treatment is unneces- 
sary. However, if the patient cannot be kept under 
constant observation, irradiation with radium is 
advisable. When, in the second stage, the glands 
have become palpable but are still mobile, they 
should be removed surgically and the operation fol- 
lowed by irradiation with radium. Even when the 
metastases have invaded the floor of the mouth, 
their surgical removal is advisable as it will improve 
the effect of radium therapy. In the third stage, 
in which large immobile glands are found, operation 
is useless or even harmful and it is better to irra- 
diate externally from the beginning. In all such 
cases the author first removes the glands, then in- 
serts radon needles into the lingual tumor, and then 
completes the treatment by external irradiation. 
Because of the poor results of surgical treatment, 
he believes that ultimately radium therapy will be 
used in all cases of cancer of the tongue. 

Lreopotp Hotst (Z). 


PHARYNX 


Raven, R. W.: Pouches of the Pharynx and (Esoph- 
agus with Special Reference to the Embryo- 
logical and Morphological Aspects. Brit. J. 
Surg., 1933, Xxi, 235. 


Acquired posterior pharyngeal diverticula result 
from increased intrapharyngeal pressure causing 
prolapse of the mucous membrane. Contributory 
factors are loss of elasticity of the muscles composing 
the lower pharyngeal constrictors and persistence of 
contraction of the sphincteric portion of the crico- 
pharyngeus muscle during deglutition. 

Acquired anterior pharyngeal pouches are very 
rare. 


Congenital pouches of the cesophagus are found 
associated with an cesophagotracheal fistula due to 
changes in the rate of growth in the cells which 
normally separate the trachea and cesophagus. They 
result also from imperfect separation of those struc- 
tures, and from defects in the muscular coats. At 
times they are associated with multiple diverticula 
of the colon. 

Pouches in the posterior wall are rare. They may 
have their origin in a cyst which acquired a lumen 
into the cesophagus. Acquired pouches may arise 
from an adhesion with tuberculous lymph glands in 
the region of the bifurcation of the trachea. Pouches 
are associated also with obstruction in the lower end 
of the cesophagus between the fibers of the crico- 
pharyngeus muscle or in the lower third. Occa- 
sionally they seem to have their origin in an ulcer, 

In animals, natural pharyngeal pouches are un- 
common, pathological pharyngeal pouches are rare, 
and pathological cesophageal pouches are common. 

GeorcE R. McAuttrr, M.D 


Linck, A.: The Paratonsillar Abscess and the 
Abscess-Tonsillectomy—Winkler’s Operation 
(Die paratonsillaeren Abscesse und die Abscess- 
Tonsillektomie—Winklersche Operation). Zisciir. 
f. Hals- usw. Heilk., 1933, xxxiii, 227. 

Formerly, paratonsillar abscesses were treated as 
a rule by simple incision. The use of tonsillectomy 
(Winkler, Levinger) at first found few advocates 
However, when it was learned that paratonsillar 
abscess is only one manifestation of a disease com- 
plex due to an intratonsillar cause, opinions changed. 
Among others, Hofer, Mathé, and Linck favored 
tonsillectomy. To delay this operation until after 
the incised abscess has healed is without justification 
as even ruptured abscesses following otitis media 
and sinus suppuration are operated upon radically 
in 1 stage. 

The operation of abscess-tonsillectomy is simple 
and requires little time. The anesthetic procedure 
(conduction and local anesthesia) is easier to learn 
and carry out than is generally assumed. Abscess- 
tonsillectomy is of advantage because it removes the 
entire disease, it discloses any small hidden abscesses 
that may be present, the wound conditions are 
simple, increasing danger of inflammation and 
hemorrhage is eliminated, and the operation can be 
performed without delay for ripening of the abscess. 
The incision treatment is disadvantageous because 
of technical difficulties in discovering the abscess 
and keeping the wound open, the necessity for re- 
peated incisions, and the facts that incision is pos- 
sible only when the abscess is distinct and large and 
is only a partial treatment which as a rule must be 
followed by a secondary tonsillectomy. The dangers 
in addition to the general operative dangers which 
are supposed to be associated with primary tonsil- 
lectomy are postoperative exacerbation and sepsis. 
However, practical experience has shown that there 
is danger only in an unsuitable operation, unneces- 
sary squeezing of the soft parts, and improperly 
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SURGERY OF THE 


induced local anesthesia. The opening up of the 
lymph channels in phlegmonous tissue is not to be 
feared as the disease focus is removed radically and 
no unfavorable conditions of drainage are left 
behind. This is not true of incisions. 

The author found his view correct in over 200 
cases treated in his clinic. The results in these cases 
were very good. Although there was progress of the 
condition in an occasional case, this was due, not to 
the operation, but to the neglect of the suppuration 
which had already occurred at the time of the 
operation. Therefore the operation should be done 
early. The objection that it is especially painful 
(Tonndorff) is not valid. Moreover, repeated in- 
cisions and a secondary tonsillectomy in cicatricial 
tissue are much more painful. According to expe- 
rience, the possibility of primary or secondary 
hemorrhage is very slight, and when hemorrhage 
occurs it can be controlled much more easily in the 
clean wound conditions of tonsillectomy than in 
those associated with incision. After incision, tam- 
ponade particularly appears to be dangerous and 
also painful. According to our present knowledge, 
it is evident that we must remove not only an 
abscess but also the simultaneously existing cause 
of the disease. Incision will always be a partial 
treatment as it leaves behind a focus which may 
produce recurrences. The demand for a secondary 
tonsillectomy arose from the gradual increase of 
knowledge of the disease picture as a whole. As the 
primary radical operation has now been proved 
more advantageous and harmless, the 2-stage pro- 
cedure is no longer indicated. The author cannot 
substantiate the reports on the “benign” course of 


peritonsillitis (Elsaesser). The statistics are limited 
to the simple, favorable cases. The abscess should 
be regarded only as a stage in the course of the 


disease. As a rule the recurrences are not con- 
sidered. Even when an abscess runs a favorable 
course after incision there always remains the ques- 
tion, What will come next? As no one can answer 
this question, treatment by primary abscess-ton- 
sillectomy is greatly to be preferred. 

E. Wivms (Z). 


NECK 


Frankenberg, B.: Operative Therapy of Extensive 
Cicatricial Contractures of the Neck (Operative 
Behandlung ausgedehnter Narbenkontrakturen des 
Hals). Nov. chir. Arch., 1933, Xxvii, 540. 


The author’s method of operating for the relief of 
cicatricial contractures of the neck is based on the 
anatomicophysiological peculiarities of the neck and 
the elasticity of the skin of the neck region. As is 
well known, the elasticity of the skin of the neck is 
greatest in a direction vertical to the furrows of 
Langerhans. As cicatricial tissue extends only as 
far as the panniculus adiposus, the planning of an 
operation must include two chief objectives: mobility 
of the neck and elasticity of its skin. Accordingly, a 
plastic operation on the neck requires: 
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1. Removal of the cicatricial tissues and plastic 
replacement of these tissues with normal skin in the 
upper part of the neck, above the cricoid cartilage. 
Below this level, use may be made of the cicatricial 
tissues. 

2. A scar line which will be transverse in the 
upper half of the cervical region, vertical or even 
oblique toward the midline, spreading fan-like from 
the two mastoid processes and converging toward 
the jugulum sterni in the lower half. 

For healing of the chief wound surface, any pre- 
ferred method may be used. ‘The plastic operation 
should not be undertaken earlier than six months 
after the burn. An exact plan of operation must be 
worked out beforehand. The skin of the neck and 
of the adjoining regions which is to be used for the 
plastic substitution should be carefully tested as to 
its elasticity by means of palpation. The sense of 
form should be as highly developed in the plastic 
surgeon as in the sculptor. 

In the technique used by the author the cicatricial 
area is first dissected loose, the dissection being 
begun at the topmost part in the neck. Care is taken 
to leave the flap attached below by a wide pedicle. 
By this procedure complete mobility of the head and 
neck is attained. The next step consists in covering 
the lower half of the neck, partly by means of skin 
drawn over from neighboring regions and fixed by 
strong silk sutures and partly by means of the 
cicatricially altered flaps which have been loosened 
from above. The upper half of the denuded surface 
is covered by means of pedicled flaps taken from 
healthy skin areas. Later, a few minor proce- 
dures may be employed to complete the plastic 
operation. 

The author has performed this operation in ten 
cases with good cosmetic and functional results. 
Three of the cases are reported in detail. The article 
contains twenty-one sketches and photographs. 

G. Attpov (Z). 


Anderson, A. B., Harington, C. R., and Murray 
Lyon, D.: The Use of 3: 5-Di-Iodothyronine in 
the Treatment of Myxeedema. Lancet, 1933, 
CCXXV, 108r. 


The substance 3:5 di-iodothyronine is readily pre- 
pared in a state of purity by a synthetic method and 
is stable. It is easily standardized and does not 
undergo deterioration when stored. In six cases of 
high-grade myxcedema in which it was administered 
in doses of from 50 to 75 mgm. daily it was found 
capable of relieving the symptoms. The metabolic 
rate was restored to the normal level and maintained 
at that level without the production of toxic symp- 
toms. As a rule there was a considerable loss of 
weight and the pulse rate increased from the sixties 
into the seventies. The electrocardiograms were 
very similar to those produced by the daily adminis- 
tration of 1 mgm. of thyroxin. The authors express 
the hope that 3:5 di-iodothyronine will prove a 
valuable substitute for thyroid. 

M. Herpert Barker, M.D. 
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Weller, C. V.: Hepatic Pathology in Exophthalmic 
Goiter. Ann. Int. Med., 1933, vii, 543. 

The author refers to several reports by others on 
the occurrence of jaundice in conjunction with 
hyperthyroidism. In most of the cases the jaundice 
was attributed directly to the thyroid intoxication 
and occurred as a terminal condition after long du- 
ration of the hyperthyroidism. 

In studies of hepatic function in exophthalmic 
goiter carried out by the author and others, impair- 
ment of liver function was demonstrated definitely. 
While as a rule there was no apparent relationship 
between the degree of functional impairment of the 
liver and the basal metabolic rate, the known dura- 
tion of the disease, or the percentage of weight lost, 
in individual cases the function of the liver cells 
seemed to improved as the basal metabolic rate 
returned to normal. 

The author reviews the evidence of others which 
indicated a change in liver function in animals to 
which thyroid substance or thyroxin had been 
administered. 

The structural changes in the liver which have 
been found at autopsy in clinical cases of hyper- 
thyroidism and in experimental investigations 
showed fatty degeneration and necrosis with rela- 
tively more fibrosis and lymphocytic infiltration 
than bile-duct proliferation. Because of the patchy 
character of these lesions, Weller describes the con- 
dition as a “patchy chronic parenchymatous inter- 
lobular hepatitis.” 

Since chronic hepatitis, particularly of a mild 
type, is occasionally found in the absence of a 
known cause in patients who have not had Graves’ 
disease, it became necessary in the author’s investi- 
gation to establish a further control of the selected 
material. This was done by determining the inci- 
dence of chronic hepatitis in patients of the same 
sex and approximately the same age who had been 
free from conditions known to produce pathological 
changes in the liver and also free from Graves’ 
disease. The findings in the two series of cases were 
as follows: 

Graves’ Control 
disease _ series 
No chronic hepatitis Paden 6 33 
Slight chronic hepatitis........ 16 14 


Well-marked chronic hepatitis 26 “oe 


48 48 


The difference in the occurrence of hepatitis in 
the two series seems to indicate that the occurrence 
of chronic interlobular hepatitis of the type described 
in association with Graves’ disease has a definite 
significance. Norman C. Buttock, M.D. 


Jung, A.: The Surgery of the Parathyroids. II. 
Hyperparathyroidism and Its Surgical Treat- 
ment (La chirurgie des parathyroides. II. L’hy- 
perparathyroidisme et son traitement chirurgicale). 
J. de chir., 1933, xlii, 529. 


The symptoms of hyperparathyroidism are: 
(1) hypercalea#mia, (2) an increased content of 


calcium in the urine, (3) hypophosphaturia, (4) a 
decrease in the serum phosphorus, (5) decalcification 
of the bones, (6) muscular hypotonia, and (7) 
neuromuscular hypo-excitability. Hyperparathy- 
roidism with typical chemical changes in the blood, 
bile, and urine, skeletal changes, asthenia, digestive 
disturbances, and increased coagulability of the 
blood may be produced experimentally by the injec- 
tion of a potent parathyroid extract. The author 
discusses the effect of removal of parathyroid 
adenomata, removal of apparently normal para- 
thyroid glands, and resection of the arteries in cases 
showing evidence of hyperparathyroidism. .\ll 
three have a beneficial effect on the symptoms. 

The following clinical syndromes are associated 
with hyperparathyroidism: 

1. The osteitis fibrocystica of von Reckling- 
hausen. The author has obtained statistics on sixty 
cases seen in the period from 1925 to 1933. 

2. Severe polyarthritis and chronic rheumatism. 
In the majority of eighty-six cases, operation yielded 
good results. 

3. Paget’s disease. 

4. Scleroderma. 

5. Osteomalacia. 

6. Less clearly defined conditions such as Base- 
dow’s disease, keloids, disturbances of callus for- 
mation, and obliterating endarteritis. 

In some of these conditions parathyroid resection 
or ligation of the arteries has proved of value. 

The author gives a detailed description of the 
technique of parathyroidectomy and arterial resec- 
tion. Marsu W. Poo.te, M.D 


Heaf, F. R. G.: The Prognosis of Tuberculous 
Laryngitis. Brit. M. J., 1933, ii, 966. 


Laryngeal tuberculosis is always secondary to 
pulmonary tuberculosis. Improvement of the pul- 
monary process is usually followed by improvement 
of the laryngeal lesion. However, an increase of the 
pulmonary process does not necessarily mean that 
there will be an increase of the process in the larynx. 

The chief factors influencing the prognosis in 
laryngeal tuberculosis are: (1) the type of lesion, 
(2) the patient’s resistance, and (3) the patient's 
habits and temperament. 

Laryngeal lesions are of the following 4 types: 
(1) extrinsic, (2) intrinsic, (3) localized, and (4) 
lupoid. Those of each type may be subdivided into 
the ulcerative and the non-ulcerative. 

Of the first type of laryngeal lesions are the aryie- 
noid-epiglottic cases with massive infiltration, oedema 
of the epiglottis, and pyriform swelling of the ary'e- 
noids. The prognosis of these cases is very unfavor- 
able. Up to the age of thirty years it is hopeless. 
After the age of forty years, the response to treat- 
ment is moderate but not permanent. The lesion is 
almost always ulcerative. 

Of the second type are cases with infiltration of 
the vocal cords and interarytenoid region. ‘I he 
prognosis in these cases is better. If the infiltration 
extends to the arytenoids or the ventricular fol:'s, 
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the possibility of recovery is reduced by about 50 
per cent. A symptom of importance in the prog- 
nosis is dysphagia. 

Of the third type are a number of cases not con- 
forming to either of the first 2 types. In these, the 
lesion is confined to one side of the larynx or there 
may be 2 small areas, one on either side. A case is 
placed in this group regardless of the location of the 
lesion if half of the larynx is clear. Most of the pa- 
tients do well, particularly if no ulceration is present 
and the lesion is firm. 

Of the fourth or lupoid type of laryngeal lesions 
are the cases of granular, papillary, and smooth 
tuberculomata. These lesions rarely cause symp- 
toms. They respond favorably to treatment and 
have little influence on the general prognosis. 

The most frequent order of involvement is the 
arytenoid, the interarytenoid fold, the vocal cords, 
the ventricular bands, and the epiglottis. The prog- 
nosis is most favorable when the site of onset is the 
vocal cord, and next most favorable when the site 
of onset is the interarytenoid region. Localized 
lesions, even when large, have a good prognosis if 
they are firm and fibrotic. Cidema, ulceration, and 
necrosis with dysphagia make the prognosis grave. 
Solitary lesions on the vocal cords have a good 
prognosis in contrast to those on the ventricular 
bands. Infiltration of any part of the soft palate or 
fauces is always fatal. 

Resistance is determined by the patient’s history, 
the onset, the family history, and the type of the 
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pulmonary lesion in addition to the condition of the 
blood. The latter is considered to be of the greatest 
importance. The combination of a rapid sedimenta- 
tion rate, a high monocyte count, a low lymphocyte 
count, and a low eosinophile count which shows no 
tendency to change under general sanitarium régime 
means poor resistance. As long as this blood [pic- 
ture persists, the laryngeal lesion will not improve. 
The type of pulmonary lesion gives some indication 
of the patient’s reaction to infection. The more 
fibrotic the pulmonary lesion, the less the likelihood 
that the laryngeal lesion is severe. An acute exuda- 
tive pulmonary lesion is often associated with an 
acute oedematous laryngeal lesion which rapidly 
ulcerates. Fibrotic pulmonary lesions are accom- 
panied by benign, slowly progressive laryngeal 
lesions which respond rapidly to treatment. Since 
the incidence of fibrotic lesions is high in patients 
over the age of forty years, tuberculous laryngitis 
at that age is most commonly of the benign type. 

Habits and temperament influence the prognosis 
because they often determine the extent of the pa- 
tient’s co-operation in the treatment of the condi- 
tion. In cases with concurrent disease such as dia- 
betes and syphilis the prognosis should be guarded. 
Pulmonary lesions leading to fibrosis render the 
prognosis more favorable. Pregnancy has a serious 
effect in the early months of laryngeal involvement. 

The article contains tables based on a study of 110 
cases of laryngeal tuberculosis. 

ArtuHUR S. W. Tourorr, M.D. 
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BRAIN AND ITS COVERINGS; CRANIAL 
NERVES 


Wright, L. T., Greene, J. J., and Smith, D. H.: 
The Diagnosis and Treatment of Fractured 
Skulls. Arch. Surg., 1933, xxvii, 878. 


The authors discuss cranial injuries on the basis 
of an analysis of 347 cases treated on a traumatic 
service during a period of one and a half years. 
They are inclined to favor the recent tendency to 
treat such injuries largely with rest, maintenance ot 
nutrition, and sedative drugs. They do not approve 
of the use of hypertonic dextrose solution, dehydra- 
tion, or drainage of the cerebrospinal fluid. 

Leo M. Daviporr, M.D. 


Lenormant, C., Wertheimer, P., and Patel, J.: 
Immediate Treatment of Fractures of the 
Base of the Skull (Traitement immédiat des 
fractures de la base du crane). J. de chir., 1933, xlii, 
529. 

The authors first discuss the various sequele of 
fracture of the base of the skull—bony lesions, 
lesions involving the meninges and brain, and reac- 
tions of vasomotor origin. The cerebral vessels are 
considered to have vasomotor control and to react 
to traumatism in the same way as other vessels of 
the body react to cerebral trauma. 

In experiments on dogs anesthetized with mor- 
phine the authors studied the effects of extradural, 
subdural, and intraventricular injections and the 
mechanism of blocking of the flow of cerebrospinal 
fluid. 

The following therapeutic measures are consid- 
ered: 

1. Treatment of meningo-encephalic lesions: (a) 
extradural and subdural extravasations, (b) intra- 
cerebral hemorrhage and contusions. 

2. Treatment of intracranial hypertension: (a) 
trephination with its variations in position and meth- 
od, (b) ventricular and lumbar puncture, (c) the use 
of hypertonic solutions. 

3. Treatment of hypotension of the cerebrospinal 
fluid by the injection of distilled water or normal 
serum. 

The treatment is discussed with relation to two 
periods—the first twenty-four hours and the next 
two or three days. 

The physical reactions to be watched for are: 
(rt) changes in the pulse (2) respiratory difficulty, 
(3) elevation of the temperature, (4) hypotension or 
hypertension of the cerebrospinal fluid (as deter- 
mined with a manometer) (5) changes in arterial 
pressure, and (6) ocular changes. In the diagnosis 
of blockage of the spinal fluid the Queckenstedt-Stoo- 
key procedure is of aid. | Marsu W. Pootr, M.D. 


NERVOUS SYSTEM 


Quensel, F.: The Sequelze of Head Injuries and 
Their Treatment (Ueber die Spaetfolgen der Kop‘- 
verletzungen und ihre Behandlung). Med. Welt, 
1933, P- 1243. 


In contrast to war injuries, which are usually open 
wounds with gross destruction of brain tissue and 
correspondingly severe functional disturbances, civil 
injuries frequently present extraordinary diagnostic 
difficulties. Attention must be directed to the in- 
jury of the vessels, nerves, and cerebrospinal fluid 
system in addition to the direct injury of the brain 
itself. Our knowledge of the pathological anatomy 
and physiology in man is very imperfect, and animal 
experiments in this branch of study have not proved 
a satisfactory substitute. Therefore an exact know|- 
edge of the details of the injury and the first symp- 
toms is of the greatest importance. The author sug- 
gests a list of questions to aid the physician who first 
sees the injured person. 

A cautious early lumbar puncture, which at the 
same time is of therapeutic value, should be done. 
Examination of the cerebrospinal fluid from all 
standpoints is very important. Roentgenograms of 
the skull should be made as early as possible. Our 
previous classification of brain traumata into con- 
cussion, compression and contusion is too crude and 
does not permit prognostic conclusions. Neither 


does the duration of the initial period of unconscious- 


ness based on the classification of concussion of the 
spine and brain and diffuse contusion of the brain, 
offer any basis for prognosis. Sometimes the most 
severe brain injuries remain without sequela. (n 
the other hand, it frequently happens that a patient 
with an injury of the head who is discharged from 
surgical care after a comparatively short period of 
treatment returns to the neurologist at the end of a 
few weeks with severe symptoms. 

If we disregard such gross disturbances as menin- 
gitis and abscess, there still remain the sequcle 
which, as a whole, are designated by the term 
“traumatic encephalopathy ” According to Foer- 
ster, these may be subdivided into vasopathies, 
meningopathies, and encephalopathies, but in the 
author’s opinion this classification is associated with 
the danger of emphasizing too strongly the organic 
character of the injury and disregarding the func- 
tional disturbances. If definite focal symptoms are 
present, the diagnosis does not present any great 
difficulty The author limits his discussion to the 
less obvious points of diagnosis. As symptoms of in- 
jury to the occipital region or the cerebellum he 
mentions disturbances of equilibrium, hypotonia, 
and disturbances of co-ordination, direction, and 
pointing. Injury to the corpus restiforme is mani- 
fested by a syndrome consisting of unilateral dis- 
turbance of vision, a positive Romberg test, a tend- 
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ency to swerve to one side when walking, and de- 
fective hearing. Disturbances of an endocrine na- 
ture should be watched for in every case of brain 
injury In injuries to the floor of the third ventricle 
they may occur without injury to the hypophysis. 
Closely related to them are the striate and pallidal 
parkinsonian phenomena. Fully developed trau- 
matic epilepsy is well known on the whole. How- 
ever, there remain cases which are difficult to diag- 
nose. Otological study of the vestibular apparatus 
is very important, but sometimes fails to be of help. 
In injuries of the frontal lobe changes of personality 
are the most prominent symptom. As a rule these 
injuries cause, not a generalized change in the intel- 
lectual sphere, but single defects. 

The author considers the development of true 
complex psychoses from head injuries to be at least 
doubtful and at any rate very rare. In contrast, 
organic brain injuries are followed by a large num- 
ber of functional disturbances. Persons with such 
injuries frequently suffer from headaches, dizziness, 
nausea, flushing, sweating, and over-sensitivity to 
the stooping posture, exertion, excitement, alcohol, 
and nicotine. The diagnosis is difficult. Today, en- 
cephalography gives additional information in some 
of these cases. However, the interpretation of the 
encephalogram is still very often incorrect. A care- 
ful general examination of the patient is indispens- 
able in order to rule out brain disease from other 
causes (arteriosclerosis, lues). The blood picture and 
the determination of the rate of sedimentation of the 
blood corpuscles are of the greatest importance for 
the diagnosis of brain abscess. 

In conclusion Quensel touches briefly upon the 
therapy, stating that in late sequele of brain in- 
juries treatment is extremely restricted. He warns 
against too frequent punctures and too long-contin- 
ued injections of hypertonic solutions. For the relief 
of chronic, increased intracranial pressure due to 
meningitis serosa, pseudotumor, and hydrocephalus 
internus, he prefers fenestration of the membrana 
atlanto-occipitalis. Depressed bones which produce 
symptoms of pressure should be removed early. In 
discussing the operative treatment of epilepsy 
(Juensel refers to the extensive monograph of 
Krause. He says that for most cases the neurologi- 
cal, conservative, symptomatic methods of treatment 
are still to be considered. W. Manpet (Z). 


Blum, E.: Expert Opinion on Injuries of the Brain 
and Skull (Zur Begutachtung von Hirn- und 
Schaedeltraumen). Schweiz. med. Wchnschr., 1933, 
ii, 740. 

The insured patient and the patient seeking dam- 
ages often finds himself, on examination, on the 
defensive toward the physician. This state of affairs 
is to be deplored as it is responsible for the “law 
neurosis”? (Weiszaecker). The author is of the opin- 
ion that the patient should regard the expert as an 
aid to him, and the physician should endeavor to 
influence the condition therapeutically through the 
act of giving an expert opinion. The chief questions 
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put to the expert in cases of injury of the brain and 
skull are: 1. Do you believe that the complaints 
and symptoms are organogenic or psychogenic? 2. 
What is the degree of working ability? 

The author calls attention to the confusion in the 
literature with regard to the concept of neurosis. 
In cases of brain injury the ability to work is par- 
ticularly difficult to estimate. If possible, it should 
be given in percentages. The determination of the 
ratio of organic psychogenic components in the 
condition is also especially difficult in injuries of the 
brain. As every practitioner must make this de- 
cision in his consultations, it must be attempted in 
cases of brain injury as well as other lesions. Expert 
opinion is a psychological as well as a neurological 
diagnostic procedure. It must be based on the 
patient’s personality as a whole before and after the 
injury. Of great importance are the psychic con- 
dition at the time of the accident and the mental 
state referable to the trauma. In the organic 
sequela and residual disturbances of brain injuries 
the neurological investigations for diagnosis and 
differential diagnosis are less difficult than the in- 
terpretation of the psychic symptoms. 

The organopsychic symptoms may be classified as 
follows: (1) disturbances of the personality as a 
whole, (2) emotional disturbances, (3) disturbances 
of individual psychic functions, and (4) disturbances 
of the sympathetic nervous system. To the first and 
second groups belong diminution of general func- 
tional efficiency, loss of the psychic tempo, changes 
in character, and emotional instability. In the third 
group are disturbances of perception such as slowing 
up of conception and loss of the power of mental 
concentration. In the fourth group belongs the 
vasomotor-neurasthenic syndrome in addition to 
which there is also a non-traumatic vasomotor 
neurosis (sympathetic neurosis). 

The differential diagnosis must be based chietly 
on the history. A valuable addition to the psycho- 
logical methods of examination will be found in the 
Rorschach interpretation of form test in the exam- 
ination of the patient with cerebral trauma if an as- 
sociation experiment is to be included. 

In the next part of the article the author reports 
some of the cases in which he was asked for an expert 
opinion. 

He first cites nine cases of fracture of the convexity 
of the skull in which healing had occurred by the 
end of four months, but the symptoms persisted for 
over a year. Three patients had neurotic symptoms. 
The author states that in cases of skull fracture, in 
contrast to cases of concussion of the brain, conclu- 
sions as to the severity of the general condition may 
not be drawn from the duration or occurrence of 
loss of consciousness. In all cases with a long course, 
bed rest was not continued for a sufficiently long 
period of time. 

Of ten patients with fracture of the base of the 
skull three showed signs of organic dementia after 
one or two years. Encephalosis occurred in five, and 
contusion of the brain in one. Of two patients with 
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a neurosis, one showed aggravation of the condition. 
Only one patient was without prolonged symptoms. 
Six cases of compression of the brain presented 
most varying pictures. In two cases there were 
symptoms of contusion, and in four, these were com- 
bined with a diffuse encephalosis. Half of the cases 
were complicated by neurotic manifestations. There 
was one case of compression with the subsequent 
development of a neurosis. Of thirteen cases of 
contusion of the brain, four presented cerebellar 
manifestations; three, symptoms of involvement of 
the frontal lobe; and six, symptoms of involvement 
of the cerebral cortex. There were two cases of 
mild jacksonian epilepsy, a case of contusion of the 
cerebellum, and twenty-two cases of concussion of 
the brain. For the later judgment of cases of con- 
cussion and its sequela, the report of the physician 
first seeing the patient is of great importance. The 
factors involved in the loss of consciousness are still 
undetermined. 

According to the author’s material the patients 
were restored to health after from three to six 
months. Of the twenty-two cases of accident, a 
neurosis was observed in eleven. With one exception 
(in which case the condition persisted for three 
years), the patients could be discharged relatively 
soon. The demands for compensation were refused. 
In cases of ‘‘compensation neurosis” a single com- 
pensation is the best solution. In some cases refusal 
is necessary. 

The author recognizes in neurosis an easily recog- 
nized course of disease which is manifested by re- 
actions like other disease processes. In some cases 
the neurosis may be called a ‘‘compensation neu- 
rosis’’ without subjecting the patient to social 
stigma. In the management and judgment of these 
conditions the attitude of the physician toward the 
patient is most decisive. 

In conclusion the author states that as a rule 
patients with cerebral trauma are not kept in bed 
long enough. SCHWEIZER (Z). 


Ersner, M. S., and Myers, D.: An Aid to the Inter- 
pretation of Intracranial Complications Re- 
sulting from Venous Circulatory Disturbance 
of the Temporal Bone, Offered by X-Ray of the 
Lateral Sinus and Jugular Foramen. Laryngo- 
scope, 1933, Xliii, 800. 

It is well known that venous circulatory disturb- 
ances of otitic origin produce intracranial pressure 
changes. It has been observed also that meningeal 
symptoms will be manifested under these conditions. 
The latter depend on the severity of the infection, 
the type of the temporal and mastoid bone, and the 
state of the venous circulation. 

X-ray examination of the mastoid process alone is 
not sufficient in these cases. A complete study of the 
temporal bone, including the mastoid process, the 
petron, the vascular structures, and the jugular 
foramina, should be made. 

Three per cent of skulls show an extremely small 
jugular foramen on one side. The lateral sinus of the 


same side is always smaller and may be completely 
absent. In 89 per cent of skulls the right lateral sinus 
is larger than the left. In some, however, the left 
lateral sinus is larger than the right. 

The ratio of involvement of the right lateral sinus 
to involvement of the left lateral sinus is 3:2. 

The lateral sinus may be completely absent. This 
has been demonstrated by pre-operative X-ray ex. 
amination. 

The presence of a large emissary vein may indi 
cate absence of the lateral sinus, a small lateral! 
sinus, or a thrombus obstructing the lateral sinus. 

Anomalies of the sinuses and jugular foramen are 
common. When the circulation is adequate in the 
presence of such anomalies, there are no symptoms 
but when the circulation is disturbed symptoms de 
velop. Changes in venous pressure influence intri- 
cranial pressure directly, increasing or decreasing it. 
Vasostasis due to disease of the temporal bone with 
inadequacy of the venous structures will produce in 
creased intracranial pressure and secondary menin- 
geal symptoms. 

A careful correlation of the X-ray findings with 
the clinical and operative findings is of great help in 
the prognosis and treatment of otitic complications. 
A stormy course may be expected when there is a 
demonstrable difference in the size of the lateral 
sinuses and when the larger side is involved. When 
the infection occurs on the smaller side, the progno- 
sis is more favorable as resolution is more apt to 
occur. 

In sinus thrombosis, papillitis is present in from 10 
to 25 per cent of the cases. If papillitis is absent, the 
circulation may be considered adequate. Inade- 
quacy of the venous circulation with a papillitis and 
a choked disk, indicates increased intracranial pres- 
sure requiring immediate measures for its reduction 

The authors suggest that the Gradenigo syndrome 
may be explained in part by a venous disturbance. 

SAMUEL Kaun, M.D. 


Sarradon, P.: A Physiological and Pathological 
Study of Spasms of the Sylvian Vessels (Le: 
spasmes vasculaires sylviens. Etude physiologique 
et pathologique). Thése de Marseille. Abst. | 
Olmer. Presse méd., Par., 1933, xli, 16. 


From his histological researches Sarradon con 
cludes that the innervation of the pial vessels can be 
well demonstrated, but that the intracranial vascula: 
nerves cannot be so well impregnated by the meth 
ods available. 

Following a review of the physiology of the cer« 
bral circulation, he discusses the physiopathology 0! 
spasms of the sylvian vessels. With regard to the 
latter there are two theories. According to one 
theory, the contractions are caused by the muscl: 
fibers of the vessel walls, whereas according to thi 
other, they depend upon the vasomotor innervation 

In the clinical part of his thesis Sarradon considers 
the symptomatic forms of sylvian vascular spasm 
which are manifested by motor, sensory, and speech 
defects. “HAE Haven, M.D. 
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De Martel, T., Guillaume, J., and Panet-Raymond, 
J.: Ventriculography: Technique, Results, and 
Indications (La ventriculographie: technique, re- 
sultats, indications). Presse méd., Par., 1933, xli, 834. 


The authors describe in detail the technique of 
ventriculography used by them. With the patient in 
the prone position, the head supported on an out- 
rigger as for a suboccipital craniotomy, they make 
trephine holes 214 cm. to either side of the midline 
and 3 cm. above the external occipital protuberance. 
After cannulation of the ventricles, the patient is 
reversed with the head held against the cerebellar 
head-rest by supportive slings so that the occiput and 
cannule are beneath. By this means the replace- 
ment of the fluid by air is aided by gravity. The 
pressure is carefully measured by means of an 
aneroid manometer which is connected at all times 
to the syringe. 

The characteristic ventriculograms obtained in 
cases of tumor in the temporoparietal region, frontal 
region, occipital region, temporal region, sphenoidal 
region, sellar region, and posterior fossa are next 
discussed. 

The authors consider ventriculography not only 
an aid in the establishment of the diagnosis of clin- 
ically unlocalizable or latent neoplasms, but also a 
precision aid in the determination of the size and 
location of clinically localizable lesions. In 300 
ventriculographies there were 4 deaths. The authors 
believe that neurologists are more and more fre- 
quently considering ventriculography as an indis- 
pensable complement to clinical examination. 

HALE HAvEN, M.D. 


Rogers, L.: Associated Facial and Intracranial 
Hemangiomata. Brit. J. Surg., 1933, xxi, 229. 


The author reports a case of extensive extradural 
and intradural communicating plexiform arteriove- 
nous anastomoses occurring on the same side as a 
very large capillary nevus of the face and forehead. 
The patient was a boy of eight years who had been 
subject to convulsive seizures for seven years. The 
fits were characterized by loss of consciousness last- 
ing two or three minutes and followed by “paralysis 
of the left side’? which sometimes persisted for three 
days. 

Roentgenograms of the skull showed an area of 
calcification in the right frontoparietal region. Be- 
cause of the attacks of convulsions followed by 
transitory hemiplegia and the presence of the facial 
nevus, a tentative diagnosis of partly calcified 
hematoma was made. 

The formation of a right frontoparietal bone flap 
disclosed an almond-sized extradural plexiform an- 
gioma. When the dura was reflected and all com- 
municating vessels were clipped, the frontal lobe 
was found to be covered with fine anastomosing ves- 
sels. The lesion was apparently a serpentine arterial 
angioma instead of the more common venous variety 
associated with facial nevi. 

Two fits occurred after the operation, but they 
were not so severe as those which occurred previ- 
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ously. About two months after the first operation 
the right internal carotid artery was tied for further 
interruption of the blood flow through the lesion. 
Definite improvement followed, the patient becom- 
ing able to return to school and lead a normal life. 
Since the second operation he has had several fits 
but they were mild and not followed by hemiplegia. 
ROBERT ZOLLINGER, M.D. 


Hausman, L., and Stevenson, L.: Astrocytoma of 
the Cerebellum: Survival Period of Forty-Five 
Years Without Operation. Arch. Neurol. & 
Psychiat., 1933, XXX, L100. 

The most striking clinical features of the case re- 
ported by the authors were: (1) the duration of 
survival without surgical intervention, (2) the acute 
onset, (3) the paucity of neurological signs despite 
their presence at the beginning, (4) the long period 
of relief from symptoms, and (5) the attacks of col- 
lapse in the terminal stages, which were probably 
due to medullary compression. 

The slow advance of the symptoms interrupted by 
long intervals during which the patient was com- 
paratively free from symptoms is typical of astro- 
cytoma of the cerebellum. 

The fact that the patient was not operated upon 
raises the question whether he would have done as 
well or better if surgical intervention had been at- 
tempted. Norman C, Buttock, M.D. 


Odasso, A., and Volante, F.: Pachymeningitis 
Interna Hemorrhagica of Traumatic Origin 
(Sulla pachimeningite interna emorragica di origine 
traumatica). Arch. ilal. di chir., 1933, xxxiv, 676. 

The authors report in detail a case of pachymenin- 
gitis interna hemorrhagica with a large hematoma 
of the dura mater in a boy sixteen years of age who 
sustained an injury of the head. The injury was 
apparently a simple concussion as there was only 
temporary loss of consciousness and recovery seemed 
complete. Several months later mild headaches be- 
gan. One day, while in the country, the boy jumped 
across a ditch. When he landed on the other side, he 
stood erect for a few moments and then fell to the 
ground unconscious. Thereafter his condition be- 
came progressively worse with deepening coma, in- 
continence of urine and faces, and periods of quiet 
and stupor alternating with periods of excitement 
and incoérdinate movements of the extremities. 
There was no paralysis, evidence of external injury 
to the head, or roentgenographic evidence of frac- 
ture. Spinal puncture yielded a normal clear spinal 
fluid. 

Autopsy disclosed a large haematoma in the left 
dura pressing upon the brain. The hemorrhage 
seemed to be within the dura itself. Histological ex- 
amination was made of the dura in many different 
representative portions. The changes were almost 
exclusively in the inner layer of the dura, especially 
in the capillary layer of Jores, where there was con- 
siderable hemorrhage with moderate cedema and 
evidences of fibrosis. There were no apparent signs 
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of vascular or toxic inflammation. The external 
layer of the dura, the leptomeninges, and the cere- 
brum were essentially unchanged. 

The differentiation of this relatively infrequent 
condition due to trauma from the spontaneous va- 
riety is not easy. The history of a definite trauma is 
important. From the histological point of view, the 
traumatic variety has a tendency to heal with fibrous 
changes, whereas the spontaneous variety tends to 
be progressive. 

The pathogenesis of the condition is probably 
determined by rupture of the superior pial veins 
where they open into the sagittal sinus followed by 
organization of the extravasated blood and abun- 
dant connective tissue proliferation. The newly 
formed vessels of the capillary layer of Jores may 
themselves be the cause of successive hemorrhages 
which often prolong or aggravate the condition until 
death results. The authors believe that the original 
hemorrhage occurs, not on the inner surface of the 
dura, but within the substance of the dura, causing 
dissociation of the intrinsic structure of the dura. 

The ordinarily serious prognosis may be modified 
only by timely surgical intervention. Because of the 
frequently widespread distribution of the hemor- 
rhages, which at times may be bilateral, multiple 
exploratory trephine openings have been suggested. 
However, if the haematoma is well localized, a large 
bone-flap exploration is best. A. Lours Rost, M.D. 


Bernstein, S. A.: The Relation of Endothelioma of 
the Dura to the Skull Bones from the Surgical 
Standpoint (Ueber die Beziehung des Duraendo- 
thelioms zum Schaedelknochen vom chirurgischen 
Standpunkt). Arch. f. klin. Chir., 1933, clxxv, 638. 

Of all cases of accessible intracranial tumors, the 
best results are obtained in those of endothelioma of 
the dura as this neoplasm is not a true brain tumor 
and while the pressure it produces is often very great, 
pressure is usually the only effect it exerts on the 
brain substance. In favorable cases an endothelioma 
can be removed without injury to the brain. How- 
ever, against this advantage there is the important 
disadvantage of the infiltrative growth of the tumor 
into the bones of the skull. 

From the morphological viewpoint the author 
points out that the tumor proceeding from the dura 
grows into the bone through the vascular canals and 
then spreads out flat. Therefore the tabula interna 
is thickened first and the diploé and tabula externa 
are not involved until later. The inner surface of the 
bone often becomes thickened with nodules, a 
process noted by Cushing and called by him 
“enostosis.” This change aids in the diagnosis 
and localization of the tumor and can be seen in 
the roentgen picture. On the whole, roentgen 
examination gives more important aid than neuro- 
logical examination. 

In six of the author’s twelve cases the tumor 
masses extended into the neighboring bone tissue in 
the manner described, and in one, it infiltrated the 
brain. Occasionally the tumor grows into the 
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pituitary gland or metastasizes into the lungs or 
carotid gland. On the basis of the theory that a 
tumor which extends beyond the organ originally 
attacked and grows into a neighboring organ must 
be regarded as malignant, endotheliomata of the 
dura have a malignant character. However, not all 
endotheliomata of the dura infiltrate neighboring 
tissues; some of them may remain benign and only 
compress the brain masses. When once the tumor 
has made its way into the interosseous tissue, it 
must be operated upon radically. Although there 
are cases in which a partial operation performed be 
cause of a mistaken diagnosis or necessitated by such 
factors as proximity of the tumor to the sagittal 
sinus was followed by a good result lasting for years 
a partial operation is usually inadvisable. 

The danger of unsuitable therapy is increased by 
the confusion that has arisen in the terminology and 
conception of malignant endotheliomata of the dura. 
The terms “‘osteoma,”’ ‘‘exostosis,” “ hyperostosis,”’ 
and “intracranial infiltration of dural endothelioma”’ 
are used more or less indiscriminately and cause 
confusion in the treatment. The surgeon must be 
prepared to find that at least every fourth endothe. 
lioma of the dura is malignant. Statistics show that 
malignancy is particularly frequent in the young. 

According to the manner of growth, two forms of 
dural endothelioma are distinguished, a nodular and 
a turf-like form. These forms differ to a certain 
degree also in the brain symptoms they produce 
The author has been able to confirm Cushing’s ob 
servations with respect to them. The proportion 
between the intracranial and the intra-osseous part 
may vary considerably. When the surgeon finds 
himself confronted with a more or less sizable en 
largement of a cranial bone he should think of 
primary endothelioma of the dura as the possible 
cause. When a dural endothelioma infiltrating bone 
is incorrectly believed to be a hyperostosis, the sur 
geon usually endeavors to spare the periosteum in 
order that bone regeneration may close the operative 
defect in the bone, a procedure which is dangerous 
in cases of dural epithelioma. 

In conclusion the author points out that the 
thickening of the bone generally observed when the 
disease process is located on the upper part of the 
skull is much less important in cases of basal malig 
nant dural endothelioma. More often in the latter 
there is osteoplastic thickening without bone thick 
ening. In cases of osteosclerosis without bone thick 
ening the difficulties of diagnosis are further increased 
since, as in cases of malignant basal endothelioma, 
the only roentgenological sign of invasion of the 
tumor is osteoplastic thickening. Rress (Z). 


SPINAL CORD AND ITS COVERINGS 
André-Thomas, Sorrel, and Sorrel-Dejerine: Scoli- 
otic Paraplegia (La paraplégie scoliotique). Press: 
méd., Par., 1933, xli, 1542. 
As a rule scolioses do not cause symptoms of com- 
pression of the cord. Before the development oi 
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roentgenography it was thought that when scoliosis 
and spasmodic paraplegia co-existed they were inde- 
pendent conditions or that the paraplegia was caused 
by Pott’s disease. In recent years a number of cases 
have been reported in which the scoliosis itself was 
evidently responsible for paraplegia. 

The authors report the case of a fifteen-year-old 
boy with kyphoscoliosis and paraplegia. Although 
the parents had noticed the scoliosis only recently, it 
was probably congenital and had become suddenly 
accentuated in a period of rapid growth. The spas- 
modic paraplegia had all of the characteristics of a 
paraplegia from compression. The clinical diagnosis 
of obstruction was confirmed by lumbar puncture 
and the lipiodol test. Roentgenograms excluded 
Pott’s disease. Operation showed no other cause for 
the compression than the malformation of the verte- 
bre. At the level of the sixth and seventh dorsal 
vertebre there was a sharp backward angle over 
which the spinal cord was stretched. The cord was 
held firmly against the vertebre by the left roots 
which were stretched by the rotation of the spinal 
column so that the dura mater was stretched tightly 
over the cord. The blood vessels and lymphatics 
were compressed as well as the cord, and the result- 
ing interference with the blood and lymph circulation 
played an important part in the production of 
changes found on histological examination. Simple 
laminectomy without opening of the dura mater did 
not prevent further development of the condition, 
and the boy died a little over three months after his 
admission to the hospital. 

The authors discuss a number of similar cases 
reported in the literature. Except in Payr’s case, in 
which cure was brought about by resection of the 
angulation, the treatment consisted in simple lami- 
nectomy or laminectomy followed by opening of the 
dura. The best results were obtained by laminec- 
tomy and opening of the dura without suture. 

Aubrey Goss Morcan, M.D. 


Knoflach, I. G.: Paraplegia in a Case of Lympho- 
granulomatosis (Paraplegie bei Lymphogranulom- 
atose). Deutsche Ztschr. f. Chir., 1933, ccxl, 382. 


The author reports the case of an otherwise 
healthy laborer twenty-six years old in whom local- 
ized pains in the upper thoracic section of the spine 
and subsequent weakness in the legs were followed 
in the course of three months by complete para- 
plegia with paralysis of the bladder and rectum. 

The cause of the disturbance (to be sought in the 
upper thoracic spinal cord) was not explained until 
enlargement of the cervical glands developed. 
Pathologico-anatomical examination disclosed lym- 
phogranulomatosis. The damage to the cord pre- 
ceded the manifestations of generalized lympho- 
granulomatosis. Autopsy revealed compression of 
the cord by lymphomatous tissue lying within the 
spinal canal but outside the dura. Histological 
changes similar in appearance to the lympho- 
granulomatous plaque in the spinal canal but not 
related to it were found in four of the thoracic 
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vertebra. The medullary cavities of these vertebre 
were almost entirely filled with connective tissues in 
which the typical foci were found. Although there 
was evidence of both bone destruction and the forma- 
tion of new trabecule, these vertebre did not differ 
in their structure or size from the normal adjacent 
vertebra. Even the roentgen picture failed to dis- 
close any difference between the normal and the 
diseased vertebr. This is explained by the fact that 
the density of the shadow of granuloma tissue and of 
normal bone marrow is practically the same. In this 
case, as is the general rule, no result was obtained by 
treatment by irradiation. 

The article contains photographs, photomicro- 
graphs, and a bibliography. RvueEDEL (Z). 


PERIPHERAL NERVES 


Dogliotti, A. M.: Experiments With Regard to the 
Numerical Increase and the Distribution of 
Nerve Fibers in Regenerating Nerves ([sperienze 
sull’arricchimento numerico e sulla modilita di 
distribuzione delle fibre nervose nei nervi in rigen- 
erazione). Arch, ital. di chir., 1933, Xxxiv, 781. 


Dogliotti describes experiments which he carried 
out on dogs. In one group, the sciatic nerve was 
sectioned on one side in such a way that the central 
cut end was divided into two unequal parts. The 
greater part was then fixed subcutaneously and the 
smaller part sutured to the peripheral cut end of the 
nerve. After seven and fourteen months the animals 
were sacrificed, their muscular development was 
studied by weighing and histological examination, 
and the process of regeneration of the nerves was 
studied especially with regard to the myelinated 
fibers in the undivided sciatic nerve, the central cut 
end, and the peripheral stump. In a second group of 
experiments all of the corresponding spinal ganglia 
were removed. By these procedures it was possible 
to determine the number of sensory and motor fibers 
in the normal nerve and in the nerve which was re- 
generating. ‘The author’s conclusions are sum- 
marized as follows: 

1. If from one-third to one-fifth of the central 
stump of the sciatic nerve is conserved and sutured 
to the peripheral stump, complete anatomical res- 
toration with perfect muscular function may result. 

2. The fibers in the tracts of the central stump 
may increase to double their original number, or 
even more, and in all of the bundles of the peripheral 
portion there may be a large number of regenerated 
fibers distributed homogeneously and uniformly 
throughout the peripheral stump in such a way as 
to produce a perfect functional equilibrium in all of 
the muscles supplied by the nerve. 

3. The motor fibers in the sciatic nerve constitute 
about one-third, and the sensory fibers two-thirds, 
of the total number of myelinated fibers, and the 
motor fibers show a greater regenerative power than 
the sensory fibers. 

4. With the restoration of innervation the para- 
lyzed muscles assume a size about equal to that of 
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the muscles on the side not operated upon even 
though their number of regenerated nerve fibers is 
considerably below normal. In the muscles thus 
restored to function the muscle fibers are of a con- 
siderably larger caliber than those of the muscles on 
the side not operated upon. Accordingly, there is a 
compensatory hypertrophy of the regenerated fibers 
which serves to counterbalance the loss of the fibers 
which have not regenerated. 

5. In the spinal cord (cells of the anterior horn) 
there cannot be found as late as twenty-one months 
after the operation any definite signs of cellular 
atrophy or hypertrophy either in the cells which 
correspond to the regenerated and hypofunctioning 
fibers or in those corresponding to the sectioned 
fibers which have regenerated (portion of the stump 
fixed under the skin). 


6. In selected cases treated with extreme care 
one may hope to increase the number of fibers in a 
partly paralyzed nerve by sectioning the nerve 
transversely and immediately suturing it. This in- 
crease will be due to the multiplication of regenerat- 
ing fibers in the proximal portion. At the same time 
it may be possible to obtain a more homogeneous 
distribution of the regenerating fibers as the fibers 
will distribute themselves in the peripheral portion 
almost uniformly without regard to the previous 
topography of the bundles. 

In a clinical case in which neurotomy and suture 
of the sciatic nerve were done for serious sequel of 
infantile paralysis there was marked regeneration o/ 
the nerve fibers followed by a definite increase of the 
function of the muscles supplied by it. 

EvuGENE T. Leppy, M.D. 
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CHEST WALL AND BREAST 


Hedblom, C. A.: Tumors of the Bony Chest Wall. 
Ann. Surg., 1933, xcviii, 528. 

The author’s findings in an analysis of 313 cases 
of tumors of the bony chest wall, including 22 cases 
of his own, and his conclusions therefrom are sum- 
marized as follows: 

1. About 17 per cent of the tumors were chon- 
dromata and 5 per cent were benign growths. About 
61 per cent were sarcomata and 13 per cent other 
malignant neoplasms. Nine were of uncertain type. 
The ribs were involved primarily in 80 per cent, and 
the sternum in about 20 per cent. 

2. Trauma seems to be an etiological factor in an 
uncertain proportion of chondromata and in pri- 
mary sarcomata and chondrosarcomata. 

3. Pain is the most characteristic symptom of 
both chondromatous and sarcomatous tumors. It 
may develop before a mass is recognizable clinically 
or roentgenologically. 

4. Aspiration or biopsy may be necessary to 
establish the nature of the tumor. 

5. Early radical extirpation offers the best 
prospect of cure. Late operation, even in the pres- 
ence of extensive spread of a malignant growth, may 
result in prolonged freedom from recurrence. 

6. Exploratory thoracotomy may be indicated 
in cases of doubtful operability. 

7. Positive pressure anesthesia largely removes 
the immediate risk of open pneumothorax, and re- 
inflation of the lung before closure lessens the 
liability to postoperative respiratory embarrass- 
ment and late pleural complications. 

8. Operability can be extended 
operation. 

9. In cases of chondroma a recurrence may de- 
velop after operation and in cases of sarcoma it is 
the rule, but life may be made more comfortable 
and may be greatly prolonged, and there is a possi- 
bility of cure. 

10. In view of the added safety of radical opera- 
tion afforded by modern methods, increased con- 
sideration should be given to radical resection of 
the chest wall for the relatively frequent local 
recurrence after amputation of the breast for 
carcinoma, Joun H. Gartock, M.D. 


by graded 


Cutler, M.: Benign Lesions of the Female Breast 
Simulating Cancer. J. Am. M. Ass., 1933, Ci, 
1217. 


Che author describes several benign lesions of the 
breast which simulate cancer and discusses the diag- 
nosis and treatment of some borderline conditions. 

Plasma-cell mastitis in its earliest stages gives rise 
to a clinical picture simulating that of inflammatory 


carcinoma. It begins suddenly with pain, diffuse 
tenderness, and redness of the skin. The entire 
breast becomes swollen, and the axillary lymphatic 
glands are enlarged and tender. There is usually a 
rise in the temperature which sometimes is accom- 
panied by a chill. Occasionally there is a creamy 
discharge from the nipple. The most important 
clinical characteristic differentiating the condition 
from inflammatory carcinoma is the absence of 
dermal and subdermal thickening. 

The acute symptoms soon subside and the process 
enters a subacute stage during which the symptoms 
and signs decrease. When the inflammation sub- 
sides there remains a mass which often presents 
many of the classical clinical signs of carcinoma. 
This mass is solid, firm, and often adherent to the 
overlying skin. The overlying skin is dimpled and 
the nipple somewhat retracted. The tumor mass 
regresses very slowly. 

The essential microscopic change consists of an 
active acute and subacute exudative inflammation 
with numerous leucocytes, lymphocytes, and plasma 
cells. The exudate is especially marked about the 
ducts and acini, where the cellular reaction may con- 
sist almost exclusively of plasma cells. Foreign body 
giant cells are often present. The dilated ducts are 
filled with desquamated epithelial débris. 

The most important aids in the differential diag- 
nosis between plasma-cell mastitis and carcinoma 
are the acute onset and subsequent clinical course. 
During the initial stage the entire mammary gland 
is firm, indurated, and diffusely tender, and there is a 
moderate fever. 

During the acute stage conservative treatment is 
proper. If the course of the disease confirms the 
diagnosis, operation is contra-indicated as long as 
there is discernible clinical improvement. If after a 
period of observation the lesion remains stationary 
or progresses and the diagnosis becomes uncertain, 
exploratory operation should be done. 

Traumatic fat necrosis, which may also simulate 
carcinoma clinically, is most common during the 
fourth and fifth decades of life. It may or may not 
be associated with lactation. There is often a defi- 
nite history of trauma. The mass increases in size 
and firmness. Retraction of the nipple occurs in 1o 
per cent of the cases. Transillumination is of aid in 
the diagnosis as it suggests a haematoma rather than 
a solid tumor. 

In cases of single tumor of the breast in women 
under twenty-five years of age it is safest to consider 
the lesion malignant until it is proved benign. 

The presence of more than one tumor in one or 
both breasts immediately throws the weight of evi- 
dence against carcinoma and favors the diagnosis of 
benign lesion. The diagnosis lies between multiple 
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' fibro-adenomata and multiple cysts. The danger of 
multiple cysts is far greater than that of multiple 
fibro-adenomata. The operation of choice for multi- 
ple cysts is local mastectomy. 

In the cases of older women in whom a hemor- 
rhagic discharge from the nipple is more likely to be 
associated with duct carcinoma and, especially in 
the presence of nodularity of the breast, a duct 
papilloma is more likely to be complicated by car- 
cinoma, wide surgical excision or local mastectomy 
is the safest procedure. In the cases of younger 
women in whom the presence of carcinoma is less 
probable and to whom the loss of a breast is of 
greater concern the surgeon should hesitate to 
remove the breast. However, treatment should be 
instituted. The auther uses interstitial irradiation 
with removable platinum needles in such cases. 

EArt O. Latimer, M.D. 


Haagensen, C. D.: The Bases for the Histological 
Grading of Carcinoma of the Breast. Am. J. 
Cancer, 1933, xix, 285. 

The most confusing factor in the grading of breast 
cancers has been the choice of histological character- 
istics on which to base the grading. In estimating 
the grade of anaplasia of adenocarcinoma, Hanse- 
mann used the loss of an adenoid arrangement and 
the number of normal and atypical mitoses as cri- 
teria. 

From a survey of previous attempts to grade 
breast carcinomata it is clear that there has been no 
agreement as to which histological characteristics 
should be used as a basis for grading. 

In a series of 164 cases of carcinoma of the breast 


the author made a careful analysis of the prognostic 


significance of 15 histological characteristics. The 
following 6 characteristics were found to have a 
probable relationship to the end-result of treatment: 

1. Papillary character: origin in a cyst formed in 
a duct. 

2. Comedo character: growth mainly within the 
ducts, often with central necrosis. 

3. Adenoid arrangement of the cells: (a) marked, 
(b) slight, (c) absent. 

4. Variation in the size and shape of the nuclei: 
(a) slight, (b) moderate, (c) marked. 

5. Number of mitoses: (a) few, (b) moderate 
number, (c) numerous. 

6. Gelatinous degeneration. 

These significant characteristics are, in fact, simi- 
lar to those which Hansemann originally suggested 
for the determination of the grade of unaplasia. 
According to this plan, tumors were arbitrarily 
classified as of Grade 1 when they had a papillary or 
comedo character; when the adenoid arrangement of 
the cells was marked; when gelatinous degeneration 
was present; or when variation in the size and shape 
of the nuclei was slight and there were few mitoses. 
Thus any of Characteristics 1, 2, 3a, or 6 or, in the 
absence of these characteristics, the combined pres- 
ence of Characteristics 4a and 5a was considered 
sufficient evidence for classification of the tumor as 
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of comparatively low malignancy or of Grade 1. 
Tumors of Grade 3, highly malignant tumors, were 
selected on the basis of only 3 characteristics— 
absence of an adenoid arrangement (3c), marked 
variation in the size and shape of the nuclei (4c), 
and numerous mitotic figures (5c). If any 2 of 
these 3 signs of a high degree of anaplasia were 
present, the tumor was classified as of Grade 3. 
All other tumors not falling into these groups were 
classified as of Grade 2. The factors of fibrosis and 
lymphocytic infiltration, more recently stressed in 
tumor grading, have been found of no prognostic 
importance. 

On the basis of the 6 significant histological char- 
acteristics cited it appears that breast carcinomata 
are of 3 grades of malignancy in which an increasing 
grade of anaplasia parallels an increasing grade of 
malignancy evidenced by the tendency of the tumor 
to metastasize and cause death early. 

It should be remembered that the prognosis base 
on this type of histological evidence is not mathe 
matically accurate. It should be regarded as only a 
rough approximation. The phenomenon of malig- 
nancy which we are attempting to measure is a 
biological one and does not lend itself to exact meas- 
urement. Moreover, the extremes, that is Grades 1 
and 3, should be given more weight than Grade » 
the less definite middle grade to which a large per- 
centage of breast carcinomata belong. 

In conclusion the author says that histological 
grading should be considered merely as an additional 
method of obtaining information with regard to the 
prognosis as the information gained from it is sub- 
ordinate in importance to the clinical data. 

Josepn K. Narat, M.D. 


May, E. A.: Methods of Roentgen Treatment in 
Carcinoma of the Breast: Report of 210 Cases. 
Radiology, 1933, XXi, 420. 


The statistics of the last ten years have clearly 
established the fact that, in cancer of the breast, 
roentgen therapy following operation has con- 
siderably increased the incidence of five-year cure. 
In inoperable and recurrent cases it is indispensable. 
However, in spite of its general use, no uniform or 
standardized technique has been adopted. 

The treatment can be varied in the following fac- 
tors: (1) potential and current, (2) filter, (3) focus- 
skin distance, (4) size and number of areas treated, 
(5) direction of each beam of rays, (6) single and 
total amounts of r units given each field, (7) distri- 
bution of the treatments over a shorter or longer 
space of time, and (8) maintenance of saturation 
over varying periods. 

Practically every method attempts to accomplish 
a thorough and homogeneous irradiation of the 
entire involved chest area with minimal damage to 
adjacent healthy structures. The methods may be 
divided into 2 groups, the direct and the tangential. 
In the former the rays are centered over the chest 
In the latter, the beams are applied in such a way 
that they strike the chest wall tangentially. The 
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direct methods have the disadvantage that the rays 
sweep through areas which are not affected by the 
disease and are highly sensitive to irradiation. In 
the tangential method developed by Holfelder this 
disadvantage is obviated in large part by the fact 
that the rays are directed practically parallel with 
the chest wall from the sternum to the axilla and 
from the axilla to the sternum. In order to improve 
the dose by scattered irradiation rice bags are placed 
over the area treated. In persons with a medium or 
large chest a deficiency of intensity between the 2 
beams may be compensated for by applying direct 
irradiation over the mammillary line. An additional 
supraclavicular field is also treated. 

lhe author has developed a method in which 3 
tangential irradiations instead of 2 are used. The 
lateral irradiation is applied to the axilla and directed 
toward the sternum. In the second field the irradia- 
tion enters below the breast along the arch of the 
ribs and is directed toward the axilla. In the third 
field it is applied over the upper part of the sternum 
and clavicle and is directed laterally and caudally. 
In very large chests the intensity in the center is so 
small that it must be supplemented by additional 
irradiation from the front. This can be avoided by 
increasing the intensity of the 3 tangential irradia- 
tions, using a greater distance. To increase the 
secondary irradiation the chest is built up with rice 
bags. If properly administered, the 3-field method 
does not irradiate more tissue than the 2-field 


method, but gives a more homogeneous irradiation 
and produces a greater depth intensity. 

The author has endeavored to prove his theories 
by experimental means under conditions approxi- 


mately similar to those occurring in practice. His 
experiments are described in detail and the results 
tabulated. 

In the use of the tangential method the full dose 
of each field is usually subdivided into 2 or 3 doses 
given from one to three days apart. The diminution 
of the biological effect through the loss of time is 
compensated for according to the Pfahler chart. 
Irradiation sickness is comparatively rare when this 
method of treatment is used; when it occurs, the 
intervals between the treatments should be _in- 
creased. 

The method may be used before as well as after 
operation. When used before operation, the opera- 
tion may be performed as soon as the erythema has 
subsided. Postoperative irradiation in cases not 
given pre-operative treatment is usually begun as 
soon as the patient’s general condition permits. 
From six to eight weeks after the last treatment, a 
second series, smaller than the first one, is instituted. 
Three months later the course of treatment is usu- 
ally finished by a third, still smaller series. 

In inoperable or recurrent cases the course to be 
pursued is determined in large part by the clinical 
symptoms. The initial series of treatments is similar 
to that in the postoperative cases except that the 
intervals between the treatments are shorter and 
the doses are higher. As quickly as the general 
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resistance permits, the attempt is made to admin 
ister a 100 per cent dose over the entire chest wall, 
including all of the regional lymph-drainage sys 
tems which may be affected. In the inoperable 
cases, the 3-field method shows its advantage, as 
the penetration of the 3 beams is better than that of 
2 beams. As soon as the erythema dose is reached, 
it is maintained for several weeks by smaller doses, 
according to the saturation method of Pfahler. 

The treatment of distant metastases must be 
adapted to the individual case as well as to the 
location of the lesion. The saturation method of 
Pfahler proves to be of advantage as it keeps the 
lesion under the influence of effective irradiation 
over a period of weeks. 

Two hundred and ten cases of breast cancer 
treated by the author in the period from 1923 to 
1930 almost entirely by the tangential method are 
discussed at some length relative to the clinical and 
pathological aspects they presented, the technique 
used in the roentgen therapy, and the results ob 
tained. The following conclusions are drawn: 

1. At the present time a combination of irradia 
tion and operation offers the best results in carci- 
noma of the breast. 

2. Tangential irradiation with the 2-field (Hol 
felder) method or the 3-field (May) method has con- 
siderable advantage over the direct methods. 

Apo-pH HartuNG, M.D. 


Evans, W. A., Jr.: Histological Factors in the 
Prognosis of Mammary Cancer Treated by 
Radical Operation and X-Ray. 1m. J. Cancer., 
1933, XIX, 328. 

A satisfactory classification of degenerative and 
malignant diseases of the breast has long been 
wanted. Adenocarcinoma has been regarded as the 
least malignant lesion, scirrhous carcinoma as more 
malignant, and medullary carcinoma as the most 
malignant. However, this theory has not always been 
supported by statistics and many have expressed sur- 
prise at finding very little difference in the results 
obtained in scirrhous and medullary cancer. 

Reviews of comparatively large series of cases in 
recent years have revealed no significant difference 
in the prognosis of medullary and_ scirrhous car- 
cinoma. It therefore appears improbable that the 
relative amounts of stroma and parenchyma are of 
any importance in the prognosis. ‘The more recent 
trend in histological study has been away from sharp 
ly defined anatomical groupings toward grading. 

The authors report an analysis of microscopic 
characteristics with regard to prognosis which was 
made in seventy-five operable cases of carcinoma of 
the breast treated by radical operation and short 
wave-length irradiation. 

In the series as a whole, evidence of anaplasia 
(lack of differentiation) with respect to tubule 
formation, the characteristics of the cytoplasm, and 
irregularities of the cells suggested a short post- 
operative survival. However, the difference was so 
slight as to indicate that in the individual case 
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evidence of anaplasia is of no practical importance 
in the determination of the outcome. 

A definite degree of anaplasia cannot be regarded 
as the fixed characteristic of a given tumor, as varia- 
tion is to be found in the same microscopic slide as 
well as in different parts of the tumor and in the 
metastatic deposits. 

The significance of mitoses is not entirely clear as 
some tumors may multiply largely by amitotic cell 
division and thus, in spite of rapid growth, may not 
show a large number of mitotic figures. Moreover, 
the stage during which the mitotic figure is evident 
may be greatly shortened in the case of the poorly 
differentiated cell. 

The relative amount of fibrous tissue stroma is of 
no significance. A high degree of lymphocytic infil- 
tration appears to be unfavorable. 

The addition of irradiation therapy to surgical 
treatment does not seem to have altered the factors 
on which the prognosis may be based. 

Josern K. Narat, M.D. 


TRACHEA, LUNGS, AND PLEURA 


Reinberg, S., and Simonson, S.: The Changes in 
the Lungs in Closure of the Bronchus by a 
Foreign Body and Their Importance for X-Ray 
Diagnosis (Die Veraenderungen in der Lunge beim 
Verschluss des Bronchus durch einen Fremdkoerper 
und ihre Bedeutung fuer die Roentgendiagnose). 
Vestnik. Rentgenol., 1932, X, 385. 

In a number of cases a foreign body may close the 
bronchus only partially. On X-ray examination in 
such cases the mediastinum is seen to move toward 
the affected side on deep inspiration, the affected 


side appears somewhat darker than the normal side, 
and the diaphragm is movable only to a limited 
extent or is completely immovable. In other cases, 
a valve stenosis occurs. In the latter, the involved 
lung appears much lighter than normal and the cen- 
tral shadow is displaced toward the normal side. 

Of most importance are cases with complete 


closure of the bronchus. In such cases there is 
obturation-atelectasis of the lung which in the X-ray 
picture appears as a complete overshadowing of the 
entire lung or a part of it. The movement of the 
diaphragm is limited, and on account of the over- 
shadowing of the lungs due to the atelectasis is not 
always visible. The mediastinum is, of course, dis- 
placed toward the affected side or moves toward it 
during inspiration. The authors are of the opinion 
that the obturation-atelectasis due to the closure of 
a bronchus by a foreign body and massive collapse 
of the lungs are identical processes. 

X-ray examination is able to show the presence of 
a foreign body in the lungs not only when the 
foreign body is opaque (metal), but also when it is 
fully penetrable by the X-rays. Nevertheless an 
attempt should always be made to render the foreign 
body itself as distinctly visible as possible. A roent- 
gen-ray examination should be made in every case 
in which the presence of a foreign body in the lungs 
is suspected. Leopotp Hotst (Z). 


Foltz, P., and Canavero, C.: Pulmonary and 
Thoracic Actinomycosis (Su l’actinomicosi po! 
monare e toracica). Arch. ital. di chir., 1933, xxxiv, 
749. 

Primary involvement of the lungs by actinomycosis 
is rather uncommon, and of the cases reported, the 
pathological anatomy of the lesion was studied com- 
pletely in only a few. Foltz discusses the pathological 
and bacteriological aspects, and Canavero the clin- 
ical aspects, of a case of primary bilateral pulmonary 
actinomycosis which was studied at the Riberi and 
Baldi Anatomopathological Institute of the Ospedale 
Maggiore e di San Giovanni of Turin. Six months 
previously the patient, a woman twenty-six years of 
age, had developed a persistent right-sided empyema 
with fistula formation following an acute pulmonitis 
which had been regarded as due to tuberculous caries 
of the ribs. Subsequently, sulphur bodies were dis- 
covered in the discharge from the sinuses. Repeated 
drainage of the abscess cavities and the administra- 
tion of Lugol’s solution resulted in no definite bene- 
fit, and the patient died. At autopsy, a diagnosis of 
primary pulmonary actinomycosis with extension 
into the pleura and bony thorax was made. Mor- 
phological, cultural, and biological studies showed 
the organism to be the actinomyces bovis. 

The authors believe that this case does not full 
into either of the two groups—the superficial and the 
destructive—into which cases of actinomycosis are 
usually classified. On such a basis there is to be 
distinguished a purely pulmonary form (the “super- 
ficial actinomycosis” of the literature) and a pul- 
monary thoracic form. In the latter there is a 
primary involvement of the lung with extension into 
the thorax to be distinguished from primary involve- 
ment of the thorax with secondary involvement of 
the lung. In the case observed by Foltz and Cana- 
vero there were peculiar pseudo-adenomatous forma- 
tions which were believed to be proliferations of the 
bronchial epithelium. The mechanism by which the 
patient became infected could not be determined «s 
there had been no known contact by which the 
disease might have been transmitted. However, the 
authors believe that the condition was due to direct 
infection by aspiration. | EvcEene T. Leppy, M.D. 


Bronfin, I. D.: The Indications for Collapse Ther- 
apy in Pulmonary Tuberculosis. Ann. /i. 
Med., 1933, vii, 468. 


Bronfin states that collapse therapy represents 
the greatest achievement in the treatment of tuber- 
culosis of the lungs in the past two decades. It his 
made advanced pulmonary tuberculosis a treatable 
disease. In properly selected cases it offers a chance 
of cure far greater than that offered by any other 
form of treatment. It shortens the duration of the 
disease and makes recovery more certain. 

In the average case the procedures of choice are: 
(1) pneumothorax, (2) phrenicectomy, and (3) thor- 
acoplasty. 

In the cases of patients under conservative treat- 
ment, the chest should be subjected to frequent 
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roentgen examination and blood studies, especially 
erythrocyte-sedimentation tests, should be made 
even when the patient is pursuing a clinically favor- 
able course. If the indications for collapse therapy 
are found, this treatment should be instituted 
without delay, before extension of the disease makes 
the patient unsuitable for it. 

he indications and contra-indications of collapse 
therapy are determined best by individualizing the 
cases. A knowledge of pneumodynamics is indis- 
pensable to both the physician and surgeon, and the 
best results from collapse therapy require close 
cooperation between the physician and surgeon. 

The psychological makeup of the patient must be 
determined and all fears, doubts, and prejudices 
overcome. In no disease is the personal of so much 
importance as in tuberculosis. The ability to inform 
the patient of unpleasant facts in such a way as to 
make him see the more hopeful aspect of the situa- 
tion is of great importance. It is the duty of the 
physician to inspire the patient with confidence in a 
proposed new form of treatment without concealing 
the hazards of the treatment. The author believes 
that by following such a program closely it is pos- 
sible to obtain satisfactory results in even such an 
unfavorable disease as advanced chronic tuberculosis 
of the lungs. Pau W. GREELEY, M.D. 


Stegemann: Attempts to Improve Thoracoplasty, 
and Observations on Over 100 Cases (Ueber 
Bestrebungen zwecks Verbesserung der Thorako- 
plastik und ueber Beobachtungen an mehr als 100 
Thorakoplastiken). Zentralbl. f. Chir., 1933, p. 1291. 


The statistics on the mortality of total para- 


vertebral thoracoplasty during the last year demon- 
strate definitely that thoracoplasty cannot yet be 
regarded as a solved surgical problem. The author 
considers it essential for any one working in this 
field to subject the methods he uses to critical analy- 
sis in order that, by recognition of avoidable faults, 
the direct and indirect results of thoracoplasty may 
be improved. 

On the basis of observations made in 114 cases in 
which Stegemann performed thoracoplasty in the 
Johannes Hospital of Dortmund, he calls attention 
to possible improvements in the technique used 
today. He believes that improvement should be 
attempted first by instruction of physicians. There 
are still many physicians who regard thoracoplasty 
as the last resort, and by delaying the operation 
lose much valuable time. The fact that the duration 
of the active disease is next in importance to the pa- 
tient’s general condition in the prognosis of thoraco- 
plasty is shown by a table. The prognosis becomes 
less favorable the greater the number of years the 
intoxication has been present. In all 12 of the fatal 
cases reviewed, with the exception of 1 case which 
was complicated by syphilis, death did not occur 
until six, seven, or more days after the operation. 
It is therefore evident that the heart damaged by 
the tuberculous toxin was able to tolerate the opera- 
tion itself, but was unable to withstand the increased 
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flood of toxins throughout the body which resulted 
from the increasing shrinkage of the diseased lung 
tissue. All of the principal rules for the management 
of tuberculous patients can be summed up in the 
following sentence: ‘‘Precious time must not be 
lost in fruitless therapeutic methods.”’ The theory 
that thoracoplasty can always be performed as a 
last resort must be abandoned. 

Thoracoplasty is indicated most definitely in 
cases of chronic, fibrous, cavernous tuberculosis 
with a tendency toward shrinkage. In cases of this 
type the author has been able to obtain a consider- 
able number of cures lasting longer than five years. 
Of greater interest than the completely cured cases, 
however, were those in which the permanent cure 
expected from thoracoplasty was not realized. ‘he 
author cites 2 examples in which an extensive para- 
vertebral thoracoplasty according to Sauerbruch’s 
method did not succeed in closing the cavities and 
re-operation was necessary. 

Stegemann next reviews the opinions and the best 
technical methods of surgeons who have been per- 
forming thoracoplasties during the last few years. 

The clinical results of pneumothorax treatment 
are then compared with those of total paravertebral 
thoracoplasty. The more complete the pneumo- 
thorax and the more complete the compression ob- 
tained by thoracoplasty the more definite the effect 
on the cavities. Operation to obtain maximum col- 
lapse requires a knowledge gained from physiological 
studies of the statics and suspension of the thorax. 
The experiments of Boiffin and Gourdet and con- 
tention of Kramer that the resection should be car- 
ried out according to the shape of the different ribs 
(rib flare) are discussed with the aid of sketches. 

In the second part of the article Stegemann takes 
up partial thoracoplasties, especially the upper 
thoracoplasties of Bonniot and Graf in which the 
apex and upper lung fields are freed completely from 
the adhesions attaching them to the ribs. On the 
basis of illustrative cases he emphasizes that the 
posterior upper thoracoplasty of Sauerbruch does 
not always give a completely successful result. 
Neither can liberation of the lung apex by pneu- 
molysis in cases of high cavities always overcome 
the disadvantages of partial resection. In 1 of 2 
cases cited such a pneumolysis was successful, but 
in the other it failed. If a partial thoracoplasty is 
done the surgeon should limit himself to the sim- 
plest operation that will meet the requirements, 
such as the Graf operation, and omit the anterior 
accessory incision. The technique used by the 
author is described in detail., In Stegemann’s 
opinion, the operation is best performed under 
anesthesia induced with ethylene. 

The incidence of successful results from thoraco- 
plasty varies with the surgeon and clinic from 32 to 
54 per cent. It should be increased by improvement 
of thoracoplasty. Better codperation with the 
medical lung specialist is necessary. Stegemann be- 
lieves that the time has come when procedures for 
collapse of the chest wall should be individualized 
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on the basis of physiological factors as well as 
clinical experience. 

In the discussion of this report, BORCHERS called 
attention to the adrenalin ischaemia which he sug- 
gested and discussed its advantages in relation to 
thoracoplasty. He advised the induction of this 
ischemia for thoracoplasty by the following proce- 
dures: (1) blocking off of the intercostal arteries in a 
typical location, (2) the induction of ischemia of all 
layers along the line of incision by infiltration, and 
(3) the formation of a thin superficial layer of 
adrenalin solution between the ribs and the cover- 
ing soft parts from many injection points in the 
anesthetized line of incision. 

NAEGELI stated that lung surgery is a very stimu- 
lating and gratifying field. He regards the results 
of operation on the phrenic nerve as favorable for 
the spontaneous healing of cavities. In a follow-up 
of about 70 cases which he operated upon with 
Schulte-Tigges the incidence of cure following this 
treatment was found to be 36 per cent. In discussing 
partial thoracoplasty and plombage, Naegeli stated 
that in partial thoracoplasty at least the first to the 
seventh or eighth ribs should be removed and the 
scapula pushed in under the stump. In the treat- 
ment of lung abscesses in the absence of pleural ad- 
hesions he has made good use of the paraffin pack. 
He stated that unfortunately even today a number 
of benign mediastinal and intrathoracic tumors are 
not recognized and therefore not treated surgically. 
In conclusion he reported a case of intrathoracic 
goiter. 

BRAUN reported an unusual case of broncheal tear 
in which thoracoplasty became necessary because 
all other procedures failed. 

OrtH stated that phrenic exeresis and its applica- 
tion cannot be compared with thoracoplasty as is 
often done. Each of these procedures has its own 
indications. Orth expressed surprise at the large 
doses of adrenalin which Borchers was able to inject 
without apparent injury. He believes that he has 
seen cardiac damage caused by adrenalin in several 
cases of thoracoplasty performed under local anes- 
thesia on patients with cardiac damage from tuber- 
culosis toxin. He now uses avertin narcosis instead 
of local anesthesia. 

VOLKMANN said that the problem of so-called 
lung hernia has not yet been satisfactorily solved. 
Prolapse of lung tissue into the tissues of the chest 
wall must be differentiated from true lung herniz. 
Moreover, so-called lung hernie should be desig- 
nated according to the contents of the sac rather 
than according to their anatomical location. The 
more correct term for them would be “thoracic 
hernia,’ analogous to ‘‘abdominal herniz.’”’ In the 
more exact designation of the anatomical site, the 
term “intercostal hernia’’ would be analogous to the 
ierm “inguinal hernia.”” In experiments on animals 
attempts to produce lung hernia were unsuccessful. 
From clinical histories it appears that pseudo- 
arthroses of the ribs especially predispose to the 
development of true lung hernia. 


Krou discussed the complications in the use cf 
paraffin (wandering of the pack and irritation) and 
all of the frequently catastrophic results. He dis 
cussed also temporary pneumatic packing. ‘This 
consists of rib resection, pneumolysis, the insertion 
of a rubber glove the fingers of which have been 
tied off, and the introduction of air. In the future 
Kroh intends to treat rigid-walled bronchiectatic 
cavities near the hilus by extensive rib resection 
when conservative measures fail. He stated that he 
is unable to share the enthusiasm of the surgeons 
who believe that in artificial phrenic paralysis they 
have a powerful means of fighting pulmonary tuber- 
culosis. He called attention to the temporary com- 
pression of the de-ribbed thoracic wall toward the 
mediastinum which he recommended previously. 
In conclusion he expressed his pleasure over the fact 
that the exposure and drainage of the mediastinum 
through a jugular incision, which he first recom- 
mended in 1914 as a means of combating the disas- 
trous mediastinal emphysema, has been recognized 
by Frey as a logical and correct method. 

RITTER discussed a method of surgically closing 
large empyema cavities which he suggested in 1018. 
After the resection of a rib, the costal pleura is sepa- 
rated from the ribs broadly by finger dissection from 
the fistula, a procedure which is usually quite easy 
because the pleura has been thickened by the 
chronic inflammation. The wide flap of costal pleura 
so formed is then applied directly against the thick- 
ened pulmonary pleura of the collapsed lung and 
fixed in position by the introduction through the 
wound of a wide sterile gauze pad. 

SCHLOESSMANN stated that for apical and other 
upper field cavities radical procedures are neces- 
sary. Before every thoracoplasty he performs an 
apicolysis with total resection of the first and second 
ribs by the method of Graf and then performs the 
rest of the operation by the method of Stegemann 
except that he closes the remaining cupola cavity 
aseptically by muscle suture. As a rule this cavity 
becomes filled with a serosanguineous exudate 
which, in the first few weeks, acts like a pack on the 
compressed apex and prevents its re-expansion. 
Ritter was able to obtain complete and permanent 
collapse of apical and other upper field cavities in 
ten cases in this way. 

STEGEMANN stated in conclusion that pneumo- 
thorax and upper thoracoplasty are very well 
tolerated. He then discussed Schloessmann’s 
method in which cavities made during apical plas- 
tics are allowed to become filled by a serosanguineous 
exudate. He stated that he had used this method 
himself, but he called attention to the fact that 
when extensive mobilization of the lung apex is 
done there is a possibility of opening infected glands 
and lighting up an infection, and wound infection 
in a tuberculous person already affected by tuber- 
culous toxin is dangerous. He therefore warned 
against trying to close too large cavities in this 
manner. There is danger also of aspiration. 

STEGEMANN (Z). 
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Wiener, J. J., and Fishberg, M.: Ultimate Results 
of Thoracoplastic Operations in Pulmonary 
Tuberculosis. Arch. Int. Med., 1933, lii, 341. 

In forty-four cases of pulmonary tuberculosis 
treated by thoracoplasty there were four deaths 
within a week after the operation, a postoperative 
mortality of 9 per cent. Fourteen (30 per cent) of 
the patients died within a year after the operation. 
This mortality is higher than would be expected 
under any other form of treatment or no treatment 
at all in cases regarded as good operative risks. 

Seven (15.9 per cent) of the patients are still in 
the hospital, and fourteen (31.8 per cent) are still 
under treatment in the outdoor clinic or some other 
institution and unable to do any work whatever. 
Therefore, irrespective of the local results of the 
operation or its influence on the symptoms of the 
disease, 48 per cent of the surviving patients have 
not been rehabilitated sufficiently to enable them to 
work and, including those who died within a year 
after the operation, 80 per cent of the forty-four 
patients derived no benefit from the operation. 

live patients are fit for some work, but expecto- 
rate more or less profusely and suffer from dyspnoea 
and fatigue on slight exertion. One has since been 
treated in sanatoria for eight years. Some of these 
patients might have been considered cured if the 
results had been reported prematurely. 

In the cases in which thoracoplasty was _per- 
formed chiefly to control recurrent pulmonary 
hemorrhage, the bleeding still continues, and in 
some of the cases in which hemorrhage was not the 
symptom leading to surgical intervention or had not 
occurred previously there has been more or less 
copious bleeding since the operation. 

In no case was a tuberculous cavity completely 
collapsed after the operation. This was proved by 
serial roentgenograms and autopsy findings. Roent- 
genological and autopsy studies have demonstrated 
that collapse of tuberculous cavities by thoraco- 
plastic operation, which is supposed to promote 
their obliteration, is entirely illusory. 

Of ten patients with pyopneumothorax, four are 
dead, two are still in the hospital very ill, and three 
attend the follow-up clinic for treatment of annoy- 
ing draining sinuses. One with a draining sinus is 
well enough to do part-time work. 

The authors believe that if these forty-four pa- 
tients had been treated conservatively or had not 
been given treatment the final results would have 
been much better. They have not observed a single 
patient who, when seen several years after a thoraco 
plasty, was free from the symptoms of tuberculosis 
to the same extent as many patients given climatic 
or institutional treatment with or without artificial 
pneumothorax. Jacos M. Mora, M.D. 


Roberts, J. E. H., and Nelson, H. P.: Pulmonary 
Lobectomy. The Technique and a Report of 
Ten Cases. Brit. J. Surg., 1933, xxi, 277. 


In eight of the ten cases reported by the authors 
the pulmonary lobectomy was performed for uni- 


THE CHEST 


lobar bronchiectasis and in two for primary bron- 
chial carcinoma. 

The technique followed Shenstone’s modification 
of Brunn’s procedure except for features such as 
mass transfixation and ligation of the pedicle and 
resection of a portion of a rib at the site of the water- 
seal drainage tube. 

Six of the ten patients were healed and rendered 
free from symptoms, two were enabled to return to 
work but continued to have symptoms, and two 
died, one twelve days and the other ninety days 
after the operation. FRANKLIN FE. Watton, M.D. 


Janes, R. M.: The Surgical Treatment of Bron- 
chiectasis. Bril. J. Surg., 1933, xxi, 257. 


The author briefly reviews the surgical methods of 
treating bronchiectasis and divides them into three 
main groups. 

With regard to the methods of collapse therapy, 
which include pneumothorax, thoracoplasty, and 
phrenico-exeresis, he states that the pathological 
picture prevents such procedures from effecting a 
cure. However, they may result in symptomatic 
benefit. 

Janes has not used pneumotomy with drainage of 
large collections of pus although it is believed that 
the pathological character of the condition makes it 
possible to obtain a cure from such a procedure. 

Janes and his colleague, Shenstone, have obtained 
the most successful results from excision or destruc- 
tion of the involved lung tissue. They prefer a one- 
stage lobectomy preceded by pneumothorax. 

The salient features of the operation include a 
double temporary ligation of the pedicle of the lung 
with a special snare tourniquet followed by trans- 
fixation of the apparent vessels and bronchi, inver- 
sion of the stump of the pedicle with a Lembert su- 
ture and its subsequent burial in the adjacent lung 
bed, and tight closure with water-seal drainage. 

Of sixteen patients operated upon in this manner, 
six were cured, three were benefited, two were not 
benefited, and five died. 

Emphasis is placed on the importance of exact pre- 
operative localization of the lesion determined pri- 
marily by lipiodol studies, proper selection of the 
cases, and the type of anesthesia. At the present 
time, spinal anesthesia is preferred. A considerable 
afebrile interval should elapse before the lobectomy 
is performed and, if possible, the operation should be 
performed in one of the warmer months of the year. 

FRANKLIN E. Watton, M.D. 


Robinson, W. L.: Bronchiectasis: A Study of the 
Pathology of Sixteen Surgical Lobectomies for 
Bronchiectasis. Brit. J. Surg., 1933, xxi, 302. 


Robinson reports further microscopic evidence in 
support of his belief that the most consistent patho- 
logical finding in bronchiectatic lesions is a chronic 
inflammatory condition of the bronchial walls. The 
degree of damage varies from microscopic lesions up 


to complete destruction of the musculo-elastic 


tissue. 
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When the resiliency of the bronchial wall is lost 
and sacculation has occurred an unbreakable vicious 
circle has been produced. 

The thickening of the intima of the walls of bron- 
chial arteries is thought to be an important factor 
lowering the resistance of the tissues and favoring 
persistence of the infection. 

FRANKLIN E. Watton, M.D 


Ormerod, F. C.: Malignant Disease of the Bron- 
chus. J. Laryngol. & Otol., 1933, xlviii, 733. 


Of twenty-seven patients with malignant disease 
of a bronchus whose cases are reviewed by the au- 
thor, twenty-three were males. The youngest patient 
was twenty-seven years and the oldest seventy-four 
years of age. In fifteen cases the lesion was in the 
right bronchial system and in twelve in the left. The 
patient’s occupation, heredity, and previous history 
gave no clue to the cause of the lesion. 

A dry cough was present in all cases. Sputum was 
absent in only two cases and was abundant in two. 
It was mucopurulent in character and contained 
pyogenic organisms. Hamoptysis was the immediate 
cause of death in two cases and occurred to some 
degree in twenty-one. Dyspnoea on slight exertion 
was a striking symptom in twenty-one cases. Lassi- 
tude was present in nine, and loss of weight occurred 
in twenty-three. Pain in the chest was complained 
of by fifteen patients, and three patients were 
hoarse. The clinical signs of the condition are those 
of an obstructed bronchus and usually those of 
atelectasis. 

In the older patients the tumors were of the 
squamous-cell type, whereas in the younger patients 


they were more frequently of the columnar-cell or 


ovoid-cell type. It is suggested that all types of 
carcinoma arise from the layer of small ovoid cells 
which underly the mucous membrane. Metastases 
occur commonly in the mediastinal glands. They 
occur also in the suprarenal glands, liver, pancreas, 
brain and other organs. 

The ideal treatment is complete removal. Irradia- 
tion in the form of deep X-ray therapy or the use of 
radon seeds is recommended to meet the require- 
ments of individual cases. Treatment by the radium 
bomb has been very disappointing. 

GerorGE A. Co.tett, M.D. 


Hruby, A. J., and Sweany, H. C.: Primary Car- 
cinoma of the Lung, with Special Reference to 
Incidence, Early Diagnosis, and Treatment. 
Arch. Int. Med., 1933, lii, 497. 


In a very extensive epidemiological and clinical 
study of primary cancer of the lung, the authors 
found that in the last forty years there has been an 
approximately ten-fold increase, and in the last ten 
years a two-fold increase, in the number of cases 
coming to autopsy. However, they believe there is no 
evidence to prove an increase in the general incidence 
of the disease. The apparent increase they attribute 
to: (1) the increase in life expectancy from forty- 
three to fifty-eight years in the last half century; (2) 
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better knowledge of the cause of other pulmonary 
diseases (e.g., knowledge resulting from the discoy 
ery of the tubercle bacillus); (3) better diagnostic 
equipment; (4) increased zeal on the part of the 
medical profession and the laity; (5) better hospital 
ization, and (6) recognition, as primary cancers, of 
tumors that were once called metastases and sar- 
comata. 

The clinical course of the disease is characterized 
by a gradually developing cough followed by a 
variable but constant pain and the expectoration of 
sputum which is frequently streaked with blood and 
accompanied or followed by dyspnoea. Other com 
mon signs are anorexia, fever, loss of weight, symp 
toms due to pressure (dysphagia and aphonia), and 
a variety of symptoms due to metastases. ‘| he 
physical signs are usually those of a gradually en 
larging bronchial tumor. 

The roentgenogram reveals a diffuse or circum 
scribed shadow near the hilus or along a bronchus. 
On endoscopic examination, a “woody” or fixed 
bronchus is found. The bronchoscopic section gen- 
erally clinches the diagnosis. 

The laboratory examination at first shows a 
scant, sometimes blood-streaked mucoid sputum 
which is free from tubercle bacilli. Later, tumor 
cells may be found in the sputum or pleural fluid. 

SAMUEL PERLOow, M.1) 


C2SOPHAGUS AND MEDIASTINUM 


Monkhouse, J. P., and Montgomery, S. K.: A 
Report of Seven Cases of Partial Thoracic 
Stomach with a Short @sophagus. J. Laryngol 
& Otol., 1933, xlviii, 743. 


Partial thoracic stomach in which the oesophagus 
is congenitally short and the deficiency is made up by 
the passage of a portion of the stomach through the 
cesophageal hiatus has been described. The condi 
tion has generally been discovered at postmortem 
examination and presumably caused no symptoms 
during life. 

The authors report seven cases in which the diag 
nosis was made by X-ray and endoscopic examin: 
tion. These cases fall into two groups, those with 
and those without dysphagia. 

The condition is associated with pain which re 
sembles the flatulent dyspepsia of cholecystitis. ‘Ihe 
dysphagia is not steadily progressive as in carcinoma, 
but intermittent, and for some time, often years, is 
not severe. It is due to the presence of an ulcerated 
stricture. Hamatemesis may occur in both groups 
of cases. Mucous membrane removed from the level 
of the lesion is found to be gastric in character. |n 
cases without dysphagia no stricture is apparent, but 
a dilatation lined with gastric mucosa is found at a 
level above the diaphragm. 

To visualize the condition by X-ray examination 
the patient should be placed in the supine, right 
anterior oblique position with the head lower than 
the hips. When barium is sucked slowly through a 
tube the oesophagus is observed to open into 4 
dilated sac above the diaphragm and no thin stream 
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of barium representing an abdominal cesophagus is 
seen to pass below the diaphragm. The cesophagus 
is not contorted or curled back on itself. The condi- 
tion must be differentiated from paracesophageal 
hernia, diverticulum of the lower end of the cesopha- 
gus, and the physiologically normal cesophagus. In 
cases of obstruction, carcinoma, cardiospasm, and 
other strictures must be excluded. 

Cases with symptoms of the obstructive type are 
relieved by dilatation, but the other group do not 
respond well to treatment. 

GeorcE A. Cottett, M.D. 


Popper, H. L.: Spontaneous Rupture of the 
(Esophagus (Spontanruptur des O6csophagus). 
Med. Klin., 1933, i, 810. 


The author reports a case of spontaneous rupture 
of the oesophagus. The patient was a man forty-five 
years old who had consumed a rather large quantity 
of wine the evening before his admission to the 
hospital and had vomited several times during the 
night. About two o’clock in the morning he had 
a very severe attack of vomiting which was followed 
by extremely severe pain in the left kidney region. 
On admittance to the hospital he appeared to be 
suffering greatly. There was no cyanosis. Respi- 
ration was rapid and superficial. Breath sounds were 
suppressed over the left lower lobe posteriorly, but 
there were no abnormal findings in the lungs. The 
abdomen showed a marked defense reaction and 
board-like rigidity in the upper part. Perforated 
ulcer was suspected and laparotomy was done. As 
the findings were entirely negative, the abdomen 
was closed. Three hours after operation the severe 
pain recurred, the dyspnoea increased, the pulse 
became more rapid, and definite cyanosis appeared. 
Examination of the lungs revealed an area of dull- 
ness the width of a hand on the lower left side, 
marked weakening of the breath sounds, and a 
tympanitic percussion note over the remainder of 
the left lung. X-ray examination showed separation 
of the left lung from the chest wall by an air cushion 
about three fingerbreadths in width and shifting 
fluid more than a hand’s breadth in height at the 
base. The heart and mediastinum were displaced 
markedly toward the right. The right lung appeared 
normal. Pleural puncture, which yielded consider- 
able air and about too c.cm. of a dark brown, odor- 
less fluid, was followed at first by definite improve- 
ment in the condition, but several hours later a 
relapse occurred and the patient died. 

When the peritoneal cavity was opened at autopsy 
the left half of the diaphragm ballooned downward. 
When the left pleural cavity was opened, consider- 
able gas escaped. Dark brown fluid was found in the 
left pleural space. The left lung was completely 
collapsed against the vertebral column. ‘The heart 
was displaced toward the median line. When the 
cesophagus was opened a perforation 5 cm. long was 
found in the anterior wall just above the cardia. 
The edges of the perforation were formed of slightly 
overhanging smooth mucous membrane. From there 
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to the level of the bifurcation of the trachea the 
pericesophageal tissues were undermined and black. 
Near the diaphragm, a hole in the mediastinal pleura 
communicated between the left pleural cavity and 
the undermined pericesophageal tissue of the medi- 
astinum and from there with the perforated opening 
in the oesophagus. 

Since trauma could be excluded, the author attri- 
buted the condition to spontaneous rupture of the 
cesophagus. He cites several cases of spontaneous 
rupture which have been reported in the literature 
and discusses the diagnosis, therapy, and possible 
causes of the condition. A. F. June (Z). 


MISCELLANEOUS 


Bock, A. V., Dulin, J. W., and Brooke, P. A.: Dia- 
phragmatic Hernia and Secondary Anzmia: 
Ten Cases. New England J. Med., 1933, ccix, 615. 

The authors review ten cases of hernia of the 
stomach through the oesophageal orifice of the dia- 
phragm associated with bleeding from the gastro- 
intestinal tract. In no case were they able to detect 
any other cause for the bleeding by clinical or roent- 
genological means. In three cases abdominal ex- 
ploration failed to reveal any other cause. In the 
two cases that came to autopsy, small injected areas 
were found in the mucosa of the prolapsed part of 
the stomach. The authors believe that the cause of 
the bleeding was congestion of the gastric mucosa 
due to increased venous pressure. 

SAMUEL PERLOw, M.D. 


Hedblom, C. A.: Intrathoracic Dermoid Cysts and 
Teratomata, with a Report of 6 Personal Cases 
and 185 Cases Collected from the Literature. 
J. Thoracic Surg., 1933, iii, 22. 

Congenital cystic tumors containing ectodermal 
derivatives are called ‘‘dermoids’” or ‘“epider- 
moids’’; those containing also mesodermal deriva- 
tives are called ‘“dermoids”’ or ‘‘teratomata’’; and 
those with all 3 germinal layers are called ‘tera- 
tomata.” The best general inclusive term is “der- 
moids.” 

There are 2 hypotheses as to the embryological 
origin of dermoids, the monogerminal and the bi- 
germinal hypothesis. According to the former, all 
types develop from the same embryo, whereas 
according to the latter 2 independent embryonic 
anlagen take part in the formation of a parasitic 
fetus in fetu. 

The literature reports 185 cases of intrathoracic 
dermoids, all verified by the finding of epidermis, 
hair, cholesterin crystals, or sebaceous material in 
the sputum, aspirated fluid, or discharges from 
sinuses, or at operation or autopsy. To these the 
author adds 6 cases. Ninety-two of the ror sub- 
jects were females. The ages ranged from three 
months to seventy years. 

The sites of intrathoracic dermoids are: (1) retro 
sternal or between the mediastinal pleura, (2) cer- 
vicoretrosternal or in the suprasternal notch or be 
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hind the sternoclavicular joint, (3) mediastinotho- 
racic, (4) laterothoracic or partly within the thoracic 
cavity. 

The smallest tumor that has been described was 
the size of a pigeon’s egg and the largest weighed 
6,360 gm. Adhesions were present between the 
tumors and the sternum, the pericardium, the great 
vessels, the cesophagus, a bronchus, the thymus, the 
mediastinum, the diaphragm, a lung, an auricle, 
the trachea, and vertebra. 

Ninety-six tumors were epidermoids and con- 
tained desquamated epithelium, gland secretions, or 
cholesterin in the form of watery, sirupy, gelatinous, 
or pasty clear milky, yellowish, or brownish sub- 
stance often mixed with hair. Fifty of the tumors 
were dermoids containing cartilage, bone, teeth, 
smooth or striated muscle, and blood vessels in addi- 
tion to the structures of ectodermal origin. Thirty- 
eight of the tumors were teratomata containing, 
among other tissues, those derived from, or resem- 
bling, the tissues of the digestive tract, respiratory 
tract, thymus, thyroid, pancreas, liver, spleen, 
ovary, fallopian tube, or uterus. 

Complications are not uncommon. They consist 
chiefly of rapid enlargement of the dermoid, perfora- 
tion, infection, and malignant degeneration in the 
nature of carcinoma, sarcoma, or chorionepithelioma 
with or without the formation of metastases in other 
organs. 
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Among the symptoms of an intrathoracic dermoid 
are cough, dyspnoea, pleurisy with or without effu 
sion, pain, swelling in the neck or chest, dysphagia, 
hoarseness, orthopncea, palpitation, ‘‘ pressure,’’ and 
the spitting up of hair or oily, fatty sebaceous or 
cheesy material. 

Physical examination may reveal duliness or 
flatness over the tumor, distant breath sounds, 
absence of breath sounds, bulging of the chest or 
neck, a draining sinus, oedema of the face or arms, 
enlargement of the neck veins, cyanosis, displace- 
ment of the heart, unequal radial pulses, pleurisy 
with or without effusion, or empyema. X-ray ex 
amination shows the tumor shadow. The differen- 
tiation from ecchinococcus and other cysts, aneu 
rism, encapsulated effusion, substernal goiter, and 
cold abscess may be difficult. Exploratory aspira 
tion may be of value. In about to per cent of cases 
malignant degeneration occurs. 

Radical extirpation is the treatment of choice. .\ 
cervicosternal dermoid is reached through an in- 
cision such as that made for a substernal goiter. 
The interspace overlying the tumor may be incised 
and the pleura opened with or without rib resection. 

Six cases are reported in detail. Excellent opera 
tive results were obtained in 4. One patient had a 
persistent draining sinus and died a year after the 
operation from pneumonia. In 1 case the dermoid 
was found at autopsy. J. Danter WitLems, M.D 
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ABDOMINAL WALL AND PERITONEUM 


Costa, G.: Spontaneous Hernia in the Semilunar 
Line of Spigelius (L’ernia spontanea della linea 
semilunare di Spigelio). Arch. ital. di chir., 1933, 
XXXiV, 705. 

Following a review of the literature on sponta- 
neous hernia in the semilunar line of Spigelius, the 
author reports four cases and the findings of a com- 
plete study of two recent cases. 

In the lateral region of the abdominal wall, along 
the so-called semilunar line of Spigelius, superiorly 
and inferiorly, both true and false hernia may 
occur. Whether these are traumatic or spontaneous 
cannot always be determined. True spontaneous 
hernia develop frequently in the aponeurosis which 
extends between the fibers of the transversalis mus- 
cle and the lateral border of the rectus sheath. 
Though they may appear anywhere along this line, 
they are most frequent in the hypogastric region. 

There are many different opinions regarding the 
cause of these hernia. A roéle is ascribed especially 
to the foramina which contain the vessels and nerves 
in this region as they penetrate part of the abdomi- 
nal wall. It is possible that the hernizw begin along 
these foramina. This may be true especially when 
the foramina transmit anomalous vessels, branches 
of the deep hypogastric. The presence or develop- 
ment from the properitoneal fat of small lipomata 
which force their way through these foramina or 
through tears in the transversalis fascia may be an 
etiological factor. In addition, there is the possi- 
bility of anomalous development of the fascia in the 
semilunar line of Spigelius. | A. Lours Rost, M.D. 


Block, W.: Report on 20,199 Collected Operations 
for Inguinal Hernia (Bericht ueber eine Sammlung 
von 20,199 Leistenbruchoperationen). Arch. f. klin. 
Chir., 1933, clxxv, 607. 

rom 79 clinics with 459 surgeons, 20,199 opera- 
tions for inguinal hernia were collected. Of these, 

19,328 (95.7 per cent) were performed for primary 

hernia and 871 (4.3 per cent) for recurrent hernia. 

Of 6,024 patients operated upon for primary 

hernia by 194 surgeons in 29 clinics, 296 (4.9 per 

cent) were found to have a recurrence when they 
were re-examined. The incidence of recurrence after 
operation for inguinal hernia is estimated statis- 
tically at from 3 to 3.5 per cent. About o1 per cent 
of the hernia in the cases reviewed were indirect, 
and g per cent were direct. Strangulated hernix« 
constituted 9.1 per cent of the total number. The 

Bassini method was used most frequently for both 

primary and recurrent hernia, being employed in 

over two-thirds of the cases. The incidence of re 
currence after this operation is estimated at 4.2 per 


‘ angle, and in 1.7 per cent in the middle. 


cent. The incidence of recurrence after the Kocher 
operation was relatively low (3.2 per cent), but on 
account of its dangers this procedure is not generally 
advisable. The incidence of recurrence after other 
operations was as follows: Girard’s operation, 5.7 
per cent; Hackenbruch’s operation, 9.5 per cent; 
Woelfler’s operation, 13.3 per cent; and Jaure’s 
operation, 30 per cent. The less frequently per- 
formed operations are also mentioned. No rela- 
tion was found between the incidence of recurrence 
and the number of surgeons in the various clinics. 

Local anesthesia was preferred in 47 clinics, gen- 
eral anesthesia in 14, spinal anesthesia in 7, and 
avertin basal narcosis in 4. The time curve of re- 
currence falls steeply within the first year and then 
quickly flattens out. More than a third of the re- 
currences in the cases reviewed appeared after two 
years. The chief causes of recurrence are constitu- 
tional factors, wound disturbances, and pulmonary 
complications. ‘The number of recurrences due to 
these causes and their significance are discussed. 

In two-thirds of the clinics the patients were al- 
lowed to get up in the second week after the opera- 
tion, and in one-half they were allowed to return 
to work after approximately four weeks. In 61.2 
per cent of all cases the site of recurrence was in the 
inner angle of the scar, in 36.4 per cent at the outer 
In 0.6 
per cent the site was not recorded. The incidence 
of recurrence in these sites after the Bassini opera- 
tion was about the same. Persons engaged in heavy 
manual labor are 6 times more prone to develop 
recurrences than sedentary workers. ‘The suture 
material used, whether catgut or non-absorbable 
material (silk, linen), is of no importance in the 
development of recurrences. In the cases of non 
incarcerated hernia reviewed the operative mortality 
was 0.5 per cent, and in cases of incarcerated hernia, 
39 per cent. Approximately every third death was 
due to strangulation of the hernia. Rarscuke (Z). 


Kirschner: A Modified Bassini Operation for 
Inguinal Hernia Which Has Been Employed in 
4,500 Cases (Kine in etwa 4,500 Faellen verwendete 
Abart der Bassinischen Leistenbruchoperation). 
Arch. f. klin. Chir., 1933, CIXxv, 357. 


It is known that the Bassini operation for inguinal 
hernia is followed by a definite, although greatly 
varying, incidence of recurrences in the cases of all 
surgeons. The recurrences are caused by an opening 
or bulging which occurs in the region of the posterior 
Bassini suture layer uniting the rectus, internal 
oblique, and transversalis muscles and the trans 
versalis fascia to the inguinal ligament. Such open 
ings may occur at the medial end of the suture close 
to the pubic tubercle or at the lateral end, in the 
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region of the site of perforation of the spermatic cord. 
Bulgings may occur throughout the extent of the 
suture line. The danger of recurrence may therefore 
be diminished only by increasing the security of the 
posterior deep Bassini suture. 

In a modification of the Bassini method used by 
Kirschner to strengthen the posterior deep suture the 
aponeurosis of the external oblique muscle is united 
with the deep Bassini suture without interposition 
of the cord, and the cord is displaced into the sub- 
cutaneous tissue. By this procedure the site of 
perforation through the deep Bassini suture and the 
site of perforation through the aponeurosis of the 
external oblique muscle are superimposed so that the 
newly formed inguinal canal does not run ina straight 
line through the abdominal wall, but pursues a 
somewhat backward and angulated course. 

The author describes the steps of the operation in 
detail and shows them with drawings. His procedure 
does not vary greatly from the original Bassini 
operation; its purpose is merely to render the results 
more lasting. Recurrence is made more difficult in 
the medial corner by the absence of aponeurotic de- 
fects in the external inguinal ring; recurrence in the 
lateral corner, by the repeated acute angulation of 
the spermatic cord; and recurrence along the entire 
course of the suture line, by the strengthening of the 
posterior layer by the superimposed external 
oblique aponeurosis. NEvPERT (Z). 


Cazzamali, P., and Miglierina, R.: The Bacteriology 
of Acute Peritonitis (La batteriologia delle peri- 
toniti acute). Arch. ital. di chir., 1933, Xxxiv, 573. 


The authors present a chronological review of the 


more important literature on the bacteriology of 


acute peritonitis. In the early period all investi- 
gators tended to consider the bacillus coli as the sole 
cause of acute peritonitis. With improvement in 
bacteriological technique, the importance of other 
organisms was established. Of special interest is the 
emphasis placed on the presence of the various 
anaérobes in these infections. The modern concep- 
tion tends to combine the older views and to con- 
sider the presence of these multiple organisms, not 
as a simple mixed infection, but as an infection in 
which the several different bacteria have a symbiotic 
relationship. 

After presenting the details of the technique em- 
ployed, the authors report the results of a study of 
eighty-one cases of acute peritonitis. Among these 
eighty-one cases there were nine sterile cases, ten 
cases with one organism, twelve with two organisms, 
seventeen with three organisms, fourteen with four 
organisms, seven with five organisms, and two with 
six organisms. The primary cause was appendicitis 
in sixty-four cases, perforated peptic ulcer in ten 
cases, cholecystitis in two cases, pneumonia in two 
cases, gonorrhoea in two cases, and operation in one 
case. 

The number of organisms present seemed to in- 
crease with the duration and diffusion of the infec- 
tion. As a rule the aérobes appear before the an- 
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aérobes in the contamination of the peritoneum. 
Frequently the organisms pass through an apparent 
ly sound appendiceal wall. The greatest number and 
variety of species were found in cases of perforation, 
Also in these cases the prognosis was poorest. In the 
authors’ opinion, it is impossible to determine the 
prognosis from the exudate alone, and the presence 
of marked phagocytosis in the smears is not neces- 
sarily indicative of a good prognosis. A relative 
prognosis may be made on the basis of the relation 
ship between the findings in the smears and cultures. 
Absence of bacteria in smears and cultures is favor- 
able. Also favorable is the presence of organisms in 
the smears and their failure to grow in cultures. 
When organisms in the cultures show about the same 
numerical ratio as those in the smears, the prognosis 
is unfavorable. A reserved prognosis should be mace 
when more organisms develop in the cultures than 
were seen in the smears, and when new species ap 
pear in the cultures. It must be borne in mind that 
the bacillus coli is the least resistant in the peri- 
toneal cavity and may even disappear while the 
streptococci persist. A. Louts Rost, M.D 


GASTRO-INTESTINAL TRACT 


Twining, E. W.: Chronic Hypertrophic Stenosis of 
the Pylorus in Adults. Brit. J. Radiol., 1933, vi, 
644. 

Twining reports three cases of chronic hyper 
trophic stenosis of the pylorus in adults and reviews 
eighty-nine cases collected from the literature. Ile 
emphasizes the roentgen findings and calls attention 
to the extreme difficulty of making a differential 
diagnosis from other stenosing prepyloric lesions. 

The lesion is essentially a prepyloric muscular 
hypertrophy extending proximally into the antrum. 
There is a clear division between the hypertrophied 
pyloric sphincter and the hypertrophied prepylori: 
muscle, and the pyloric sphincter functions inde- 
pendently of the rest of the mass. 

Of the author’s three cases, only the third case 
presented roentgen findings sufficiently typical to 
suggest the nature of the condition. Of the ninety 
two cases reviewed, a correct pre-operative diagnosis 
was made in none and the possibility of chronic 
hypertrophic stenosis was considered in only three. 

In Twining’s first case the pre-operative diagnosis 
was prepyloric ulcer. Examination of the specimen 
following pylorectomy showed simple hypertrophy 
of the muscular coat. In the second case the pre 
operative diagnosis was small pyloric carcinoma, bu! 
examination of sections of the mass following its 
excision showed a typical chronic hypertrophi: 
stenosis. In the third case the X-ray findings were 
very definite and as they resembled those in Case 1, 
which was examined six years previously, the author 
suggested the diagnosis of hypertrophic stenosis. 
However, because of the greater frequency of ulcer, 
he expressed the opinion that the hypertrophy was 
probably caused by an ulcer. At operation, no 
ulcer, but typical hypertrophic stenosis was found. 
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In Twining’s opinion the typical lesion of chronic 
hypertrophic stenosis of the pylorus in adults is 
characterized by: (1) the presence of a pyloric 
sphincter, (2) a cleft between the sphincter and the 
antral hypertrophic mass, (3) a narrow lumen of the 
mass, (4) a rounded proximal end in the antrum 
resembling the uterine os, and (5) retention of 
pockets of barium in the mucosal folds at the en- 
trance to, or just inside of, the proximal orifice. 

It is particularly difficult to differentiate this 
lesion from an ulcer with cicatricial stenosis or 
spasm and from a carcinomatous filling defect. 

The author quotes Kirklin who reported eighty- 
one cases from the Mayo Clinic. Kirklin considers 
the duodenal shadow and the lengthening of the 
pyloric end of the stomach as almost pathognomonic 
of chronic hypertrophic stenosis. 

In conclusion Twining says that chronic hyper- 
trophic stenosis of the pylorus should be suspected 
in all cases in which roentgen examination shows a 
prepyloric filling defect with any of the features 
described. Ear Garsipk, M.D. 


Fiorentini, A.: Changes in the Ganglia of the Walls 
of the Stomach in Experimental Inflammatory 
Ulcerous Lesions of the Stomach (Sulle altera- 
zioni dei gangli nervosi della parete gastrica nelle 
lesioni inflammatorie-ulcerose sperimentali dello 
stomaco). Awn. ital. di chir., 1933, xii, 171. 


Following a review of the Continental literature 
on ganglion-cell changes associated with gastro- 
intestinal disease from Jurgen’s reports in 1880 to 
Rossi’s report in 1929, the author describes the nor- 
mal innervation of the stomach in detail and reports 


three series of experiments which he carried out on 
rabbits. 

In the first series of experiments the pyloric artery 
was ligated and cut, the gastrohepatic ligament then 
severed on either side of the coronary artery, and 
the coronary artery sectioned. In this way most 
of the vagus nerve branches in the cardia and a large 
number of the sympathetic fibers coming from the 
celiac plexus were blocked. 

In the second series of experiments, the pylorus 
and cardia were denervated by the same procedure 
but, in addition, from 0.2 to 1 c.cm. of a broth cul- 
ture of staphylococcus pyogenes albus and aureus 
obtained from a gastric ulcer in man was injected 
under the serosa of the gastric antrum. The incuba- 
tion of the culture ranged from eight hours to three 
days. The dose of the culture medium depended on 
the weight of the animal. 

The third series of experiments consisted only of 
the injection of living broth cultures under the 
serosa of the anterior gastric wall of the antrum. 

In the first series of experiments the eight rabbits 
died respectively one, two, three, four, five, seven, 
twenty-two, and fifty-nine days after the operation. 
In the 2 rabbits which died within forty-eight hours 
after the operation macroscopic and microscopic 
examinations of the stomach revealed inflammatory 
degenerative changes which were most marked in 
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the pars pylorica. In the four rabbits which died 
between three and seven days after the operation, 
they disclosed ulcerous lesions in addition to inflam- 
matory and degenerative changes in the gastric 
mucosa. In the rabbit which died on the seventh day 
there was extensive gastric ulceration at the junc- 
tion of the middle and distal thirds of the stomach 
near the lesser curvature. In the rabbits dying be- 
tween the twenty-second and fifty-ninth days there 
were cicatricial scars, but no active gastric lesions. 

These findings are interpreted as evidence that 
severance of the nerve supply may lead early to true 
ulceration which heals if the animal survives. The 
nerve cells in this group of rabbits showed early 
peripheral displacement of the nucleus, which other- 
wise was practically normal. In the rabbits with 
true gastric ulceration not yet undergoing repair, 
chromatolysis and marked lesions were seen. The 
necrobiotic changes were pyknosis, hydrops, «edema, 
nerve atrophy, and degeneration. In the animals 
showing a tendency toward spontaneous repair the 
ganglion changes were still visible, but less numerous 
and fewer cells showed marked involvement. 

In the second series of experiments, seven rabbits 
died respectively one, two, two, three, four, eighteen, 
and thirty-two days after the operation and one rab- 
bit was sacrificed after forty-four days. In the gas- 
tric walls of the two rabbits which died within forty- 
eight hours there were marked inflammatory changes 
but no true ulcerations. In the rabbits which died 
from two to three days later, acute gastric ulcers 
were found. These were numerous, but were super- 
ficial, not extending to the muscularis mucosz. 
They were practically limited to the lesser curvature. 
In the rabbits which died from eighteen to thirty- 
two days after the operation there were no gastric 
ulcers, but the mucosa was thickened because of an 
increase of interstitial connective tissue with vas- 
cular and perivascular sclerosis. In one rabbit ad- 
hesions were found. In the rabbit sacrificed on the 
forty-fourth day there were two contiguous ulcers 
which were fairly deep, having their bases in the 
muscularis mucose. 

In this group of rabbits the ganglion cells showed 
more marked pathological changes than in the rab- 
bits of the first group. The changes ranged from 
very moderate to severe. In the animals which died 
early without true gastric ulceration the nerve 
changes were slight, but in the older animals they 
were extensive. In the three rabbits which died 
eighteen, thirty-two, and forty-four days after the 
operation the nerve cells had practically degen- 
erated, being almost absent and showing marked 
chromatolysis, large Nissl bodies, and atrophy. 

From this series of experiments the author con- 
cludes that many of the nerve cells were irreparably 
damaged and ultimately completely destroyed, 
whereas some of them, which were more resistant, 
survived and regained their normal structure. 

In the third series of experiments, six rabbits died 
respectively on the first, third, fifth, sixth, seventh, 
and thirty-third days after the injection and one 





220 


rabbit was sacrificed on the thirty-third day. Ex- 
amination disclosed marked hyperemia, oedema, 
leucocytic fibrinous exudation, and hemorrhagic 
extravasation. Occasionally small collections of pus 
were found. The rabbit dying on the first day showed 
an extremely severe inflammation with numerous 
small superficial gastric ulcers extending below the 
submucosa and definitely related to the collections 
of pus. In the rabbit which died on the twenty- 
second day and the rabbit which died on the thirty- 
third day after the injection the inflammatory 
changes were less severe, but examination showed 
connective tissue infiltration of fusiform or round 
young connective tissue interstitial cells. In the 
rabbits which died from one to seven days after the 
injection there were rather marked changes which 
usually paralleled in degree the inflammatory and 
degenerative changes in the ganglion cells. In the 
layers of the stomach which itself was only moder- 
ately involved or free from involvement the nerve- 
cell changes were slight, but where the ganglion cells 
were actively involved these changes were severe. 
In the rabbits which died twenty-one and thirty- 
three days after the injection necrobiotic or altered 
nerve cells were found near nerve-ganglion cells 
which appeared normal. This was interpreted as 
evidence that the seriously injured nerve-ganglion 
cells had been completely destroyed. The findings 
indicated that damage to nerve-ganglion cells is 
slight when there is only moderate or no irritation 
in the gastric wall, whereas with more severe in- 
flammatory changes more marked nerve changes 
occur and when the gastric ulcerations reach the 
repair stage the nerve cells which can still be seen 
are normal or show little or no evidence of patho- 
logical change. This does not exclude the possibility 
that severely damaged ganglion cells may have gone 
on to complete destruction and disappearance. 

The pathological findings in the first series of ex- 
periments may have been secondary to severance of 
the nerve fibers coming from the autonomic and 
sympathetic nervous systems, but the author is con- 
vinced that the degree of nerve-ganglion disease is 
consistently proportional to the pathological changes 
seen in the stomach wall. He concludes also that in 
all three groups of rabbits the changes of the gan- 
glion-nerve cells resulted from the early localization 
of the bacterial toxin in the nerve ganglia of the 
gastric wall. SAMUEL J. Focetson, M.D. 


Pozzi, A., and Sforza, L.: Clinical and Roentgeno- 
logical Results Obtained in the Treatment of 
Gastric and Duodenal Ulcer With Sodium Ben- 
zoate (Rilievi clinici e radiologici sul trattamento 
dell’ulcera gastro-duodenale con il benzoato di soda). 
Policlin., Rome, 1933, xl, sez. med. 560. 


The authors report, with roentgenograms, 109 
cases of gastric and duodenal ulcer which were 
treated by intravenous injections of sodium ben- 


zoate. Patients with complicating pyloric stenosis 
or other abdominal lesions did not respond to this 
therapy. The best results were obtained in cases of 
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uncomplicated ulcer of the stomach or duodenum. 
Clinical improvement occurred more quickly in the 
cases of gastric than in those of duodenal ulcer. All 
of the 19 patients showed marked improvement 
after the fifth to the twentieth injection. The un- 
toward effects were insomnia, which occurred de- 
spite relief of the epigastric pain, and pruritus, which 
developed in some cases after forty injections. In 
several cases re-examination with the roentgen rays 
after the fiftieth injection showed definite evidence 
of cure. In the others, the treatment was continued 
up to 100 injections, but the niche still persisted. 
As a clinical cure had been obtained in these cases in 
spite of the persistence of the niche, the authors con- 
cluded that the niche was no longer evidence of 
ulceration and further treatment was unnecessarv. 
SAMUEL J. FoGELson, M.D 


Ochsner, A., Gage, I. M., and Cutting, R. A.: The 
Influence of Hypertonic Salt Solutions on the 
Motility of Normal and of Obstructed Intes- 
tine. An Experimental Study. Arch. Sur, 
1933, XXVli, 742. 


Hypertonic salt solutions have been used by many 
clinicians in the treatment of ileus. The authors 
report an investigation which they carried out on 
dogs to determine the relative efficacy of various 
hypertonic solutions. 

In experiments on 65 dogs, 128 observations were 
made on both normal intestine and intestine which 
had been obstructed for varying periods of time. 
In each instance kymographic tracings of the gut 
were made so that the results obtained with the 
different hypertonic salt solutions would be com- 
parable. 

Of 21 cases in which a 20 per cent sodium chloride 
solution was injected intravenously, intestinal a: 
tivity was increased in 90.4 per cent, unchanged in 
4.7 per cent, and decreased in 4.7 per cent. The 
average increases in intestinal tone and in the am 
plitude of intestinal movements in the 19 with in- 
creased activity were 28.6 and 0.5 mm. respectively. 

Fifty-five observations were made with regard to 
the effect of the intravenous administration of 
“hypertonic” Ringer’s solution. The Ringer’s solu- 
tion was 20 times normal. In 1 group of experiments 
the observations were made with the abdomen open, 
and in the other with the abdomen closed. Of the 
43 cases in which they were made with the abdomen 
open an increase in intestinal activity was noted in 
95.3 per cent and no change in 4.7 per cent. In no 
instance was there a decrease in intestinal activity. 
The average increases in intestinal tone and in the 
amplitude of movement were 63.8 and 15.07 mm 
respectively. The average duration of the increase 
in intestinal activity was eighteen minutes. Of tlic 
18 cases in which the observations were made with 
the abdomen closed, an increase in intestinal acti 
ity was noted in 95 per cent and no change in 5 per 
cent. In the cases of increased activity the averaye 
increase in tone and in amplitude were 13.1 and 2.9 
mm. respectively. The average duration of the 
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increase in intestinal activity was seventeen and six- 
tenths minutes. 

Of 20 cases in which observations were made with 
the abdomen closed following the intravenous ad- 
ministration of 20 times normal Hartmann’s solu- 
tion (modified Ringer’s solution), there was an 
increase in intestinal activity in 95 per cent and 
no change in 5 per cent. The average increases in 
tone and amplitude in the cases with an increase 
of intestinal activity were 20 and 3.6 mm. respec- 
tively. The average duration of the increase was 
twenty and two-tenths minutes. 

It seems apparent from these findings that a 
hypertonic solution containing calcium and potas- 
sium in addition to sodium is more efficacious in 
stimulating intestinal activity than a hypertonic 
solution of sodium chloride alone. This conclusion 
is supported by the authors’ clinical experience in 
the use of hypertonic solutions of sodium chloride 
alone and “hypertonic” Ringer’s solution. 


Orr, T. G.: The Action of Morphine on the Small 
Intestine and Its Clinical Application in the 
Treatment of Peritonitis and Intestinal Ob- 
struction. Ann. Surg., 1933, xcviii, 835. 


The beneficial results claimed for the opium and 
morphine treatment of peritonitis have been based 
upon false conceptions of the action of morphine on 
the intestines. The author insists that there must 


be some other basis than the abolishment of intesti- 
nal activity. In experiments on dogs he has found 
that therapeutic doses of morphine sulphate defi- 
nitely increase the bowel tone and the amplitude of 
the segmentation movements and initiate peristaltic 


waves. Large doses abolish the peristaltic action 
and somewhat decrease the tone, but do not affect 
the rhythmic contractions. Very large doses increase 
the amplitude of rhythmic segmentation movements. 
Clinical observations in cases in which ileostomy has 
been done and in cases of thin-walled hernix also 
indicate that morphine definitely stimulates the 
activity of the small bowel. The constipating effect 
of morphine is apparently due chiefly to its spastic 
effect on the sphincters. 

Clinical application of the findings of these ex- 
periments is possible in acute peritonitis and in- 
testinal obstruction, in which overdistention of the 
small bowel is the most dreaded feature. As the 
distention increases, the circulation through the 
wall decreases and the bowel activity is correspond- 
ingly reduced. Thus toxic material is absorbed 
while gases are not absorbed. As morphine defi- 
nitely stimulates the tone and rhythmic contrac- 
tions of the bowel, its use is logical to prevent over- 
distention. The author believes there is no founda- 
tion for the supposition that such stimulated bowel 
activity spreads infection. In addition to its action 
on the bowel, morphine relieves pain and restless- 
ness and thereby conserves the patient’s strength. 
The maximal benefits can be obtained only by giv- 
ing morphine in sufficient doses to produce con- 
tinuous narcosis (every four hours). Danger signals 


are respirations below twelve per minute and cya- 
nosis. 

In the treatment of any intra-abdominal condi- 
tion associated with distention of the small bowel, 
special attention should be paid also to the main- 
tenance of water, chemical, and metabolic balance. 
This calls for the administration of sodium chloride 
and water. As an aid, especially in the prognosis, 
frequent auscultation of the abdomen should be 
done during morphine treatment of abdominal dis- 
tention. The presence of gas and liquid in a dis- 
tended bowel gives a characteristic tinkling sound 
during bowel activity which is totally different from 
the more muffled sounds of the normally function- 
ing gut. Maurice Meyers, M.D. 


Easton, E. R.: Unusual Condition Simulating 
Acute Appendicitis—Vincent’s Angina. Am. 
J. Surg., 1933, XXi, 74. 

To the long list of diseases which may be mis- 
takenly diagnosed as acute appendicitis must be 
added one which is seldom thought of in terms of 
gastro-intestinal disturbance—Vincent’s angina. 

While this infection is usually confined to the 
mouth and throat, many systemic disturbances have 
been attributed to it. Cases of brain tumor, fatal 
streptococcus infection, and gangrene in various 
parts of the body have been recorded. 

Morris reports a case in which the infection in- 
vaded the entire alimentary canal and resulted in 
death, but the symptoms were not suflicient for a 
definite diagnosis of the gastro-intestinal condition. 
In the case reported by Easton the symptoms were 
so well defined and pointed so unmistakably to acute 
appendicitis that appendettomy was done. The 
pathological report was chronic appendicitis. On 
the second day after operation the patient had a 
temperature of 102 degrees F., herpes labialis, and 
a foetid breath, and complained of continuous pain 
in the abdomen. A smear taken from the mouth for 
suspected Vincent’s angina showed numerous spiro- 
chetes and fusiform bacilli. The Widal and Wasser- 
mann reactions were negative. Following the diag- 
nosis of Vincent’s angina, 3 gm. of neosalversan were 
given intravenously. Immediate improvement was 
noted in both the throat and the abdominal symp- 
toms, and there was complete subsidence of the 
fever. By the tenth day after the operation all ob- 
jective signs of Vincent’s angina in the mouth and 
throat had cleared up. 

The fact that acute infections often give rise to 
symptoms that may be mistaken for those of acute 
appendicitis, such as abdominal pain and vomiting 
followed by a rise in the temperature, has been 
noted by others. Royster remarks that appendec- 
tomy has been done when the cause of the trouble 
was a chronic infection of the accessory sinuses of 
the nose, and that suspected chronic appendicitis is 
often cleared up by tonsillectomy. However, when 
symptoms of acute appendicitis are associated with 
acute infection in another part of the body the 
presence of appendicitis is probable. 
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A marked increase in the incidence of appendicitis 
has been noted after epidemics of influenza and 
other infectious diseases. Reuter reports a case in 
which acute appendicitis occurred soon after an 
attack of Vincent’s angina. He states that such a 
sequel to angina has frequently been noted, and 
that in such cases the appendicitis is often particu- 
larly severe and shows a definite tendency toward 
the development of gangrene. Reuter believes that 
the bacteria reached the appendix by ingestion 
rather than by way of the blood and lymph. A 
piece of necrotic tissue from the tonsillar lesions 
may have overloaded the stomach with bacteria 
which the hydrochloric acid was insufficient to 
destroy. 

The physician who is confronted by a case of 
Vincent’s angina with symptoms of acute appendi- 
citis must make a prompt decision whether to 
operate or not. An unnecessary operation may well 
be regarded as the lesser evil. 

For all cases of Vincent’s infection, the author 
recommends treatment by intravenous injections of 
arsphenamin rather than by local applications, in 
order to counteract any systemic infection that may 
be present. Under this treatment the angina and, 
unless a true appendiceal lesion is present, the ab- 
dominal symptoms usually clear up quickly. If the 
abdominal symptoms persist, immediate operation 
is indicated. CHARLES Baron, M.D. 


Aschoff, L.: The Appendicitis Attack and Its Rela- 
tions to Fecal Stone (Der appendicitische Anfall 
und seine Beziehungen zum Kotstein). Alin. 
Wehnschr., 1933, ii, 1081. 

It is generally agreed that the complete picture of 
phlegmonous, ulcerous appendicitis is produced only 
by bacteria. The enterococcus has been proved to 
be the principal excitant, but in occasional cases 
pneumococci and colon bacilli may play a decisive 
role. The micro-organisms to which Aschoff as- 
cribes the condition constitute the so-called appen- 
diceal flora which, in distinct contrast to the cecal 
flora, grow under special conditions in the distal 
part of the appendix. Attacks of appendicitis are in 
some way related to the development of the bacterial 
flora of the appendix since, in the absence of an ap- 
pendiceal flora, there is no acute or primary appen- 
dicitis. 

Why do the appendiceal flora develop chiefly in 
the distal part of the appendix, and why do they be- 
come pathogenic under certain conditions? The 
answers to these questions require a consideration of 
the abacterial conditions preceding the bacterially 
induced attack of appendicitis. 

The first and most important factor is the physio- 
logical curvature of the distal part of the appendix, 
by which the evacuation or self-cleansing of this part 
of the appendix is rendered more difficult. That this 
curvature plays the principal réle in the develop- 
ment of appendicitis is evident from the fact that 
appendicitis begins especially frequently behind it, 
whence it spreads distally in the mucous membrane 
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and the other parts of the wall, and proximally more 
in the external layers without involving the mucous 
membrane. According to Aschofi’s findings, the 
localization of the acute inflammation behind the 
curve is entirely independent of the distribution o/{ 
the blood vessels. Aschoff calls attention to the fact 
that the appendiceal flora in the distal part are most 
abundant in appendices which show no regular filling 
and evacuation of feces. 

The question why the appendiceal flora so sud- 
denly become pathogenic cannot yet be answered 
with certainty. Moreover, it is still unknown 
whether stasis of secretion alone is sufficient to ren- 
der the flora pathogenic or whether pathogenicity 
of the bacteria is preceded by some non-detectable 
local disturbance of the circulation such as that as 
sumed by Ricker. Such a hypothetical disturbance 
of the circulation would probably not lead to appen 
dicitis unless the development of the appendiceal 
flora has been favored previously by the physiologi- 
cal curvature of the appendix. If the appendix has 
been damaged in its evacuating function by more or 
less severe attacks of inflammation, the surest sign of 
the functional disturbance will be prolonged reten- 
tion of the faces even when the lumen of the appen- 
dix is preserved in its original state and the walls 
show little macroscopic change. The injury of the 
expulsion apparatus is followed by a slowing down 
of the process of evacuation, but rarely causes re 
curring appendicitis. Because of the absence of 


more marked changes in the walls, the condition 
cannot even be called chronic appendicitis unless 
perhaps there are disturbances of the neuromuscular 
apparatus which can be detected only with the aid 


of more precise methods than those usually em- 
ployed. However, masses of feces held back too long 
may stimulate contractions which are painful. The 
combined symptoms then produce the clinical pic 
ture of chronic appendicitis. 

The prolonged retention of the column of feces is 
not identical with stone. The characteristic stratiti- 
cation of stone formation begins, not when the 
evacuation of feces from the distal part of the ap- 
pendix becomes difficult, but only after it ceases 
completely. If, in addition, an incrustation of salts 
occurs, a true fecal stone is formed. As a rule fecal 
stones originate as the result of severe attacks of in- 
flammation of the appendix. Stratification begins 
when a nucleus is formed by sufficient thickening of 
the fecal mass. The thicker and harder the stone, 
the more distinct the stratification. 

The bacterial content of facal stones differs from 
that of ordinary soft feces. While soft faeces contain 
an abundant admixture of bacteria of the nature of 
the cecal flora, faecal stones contain micro-organ- 
isms which are typical of the appendiceal flora. In 
the larger stones the alternation between layers rich 
in bacteria and layers relatively free from bacteria 
is very striking. As yet, this phenomenon has not 
been explained. 

Aschoff is of the opinion that fecal stones do not 
exert a mechanically destructive effect on the mu- 
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cous membrane since in cross-sections of the appen- 
dix he found the mucous membrane completely 
preserved at the level of the stone, even in cases of 
large stones, and the most severe inflammation was 
distal to the stone, in the part of the mucous mem- 
brane which was not mechanically compressed. 
From his observations Aschoff concludes that the 
stone itself does not cause the attack of appendicitis; 
it merely favors pathogenicity of the appendiceal 
flora in some manner as yet unknown. He believes 
that every stasis of secretion in the distal part of the 
appendix, whether it is caused by the physiological 
curvature, adhesions, or a fecal stone, favors patbo- 
genicity of the appendiceal bacteria. Neupert (Z). 


Peterson, L.: Inflammatory Strictures of the Rec- 
tum and Lymphogranuloma Inguinale (Ent- 
zuendliche Verengerungen des Mastdarms und Lym- 
phogranuloma inguinale). Finska lik.-sdllsk. handl. 
1933, xxv, 545. 

The cause of rectal stricture is not always car- 
cinoma. In addition to tumor, many other causes 
must be considered, particularly when the condition 
follows an inflammatory process such as dysentery, 
gonorrhoea, syphilis, or tuberculosis. During the 
world war and immediately afterward, a new infec- 
tious disease which produced elephantiasis-like 
changes in the external genitalia—lymphogranuloma 
inguinale—was observed particularly in seaports. 
Investigations by Frei and his collaborators demon- 
strated that this condition is an infectious disease 
sui generis. An extremely valuable aid to its recog- 
nition is the Frei intracutaneous reaction. The virus 
itself is as yet unknown. 

The disease occurs in the most varied forms. In 
only from 30 to 4o per cent of cases is there a demon- 
strable swelling of the inguinal glands. With the aid 
of the Frei reaction various investigators have recog- 
nized also a latent form. The histological changes 
greatly resemble those of tuberculosis and lues: 
characteristic relations of the infiltrate to the blood 
vessels, stasis of the lymphatics with lymph thrombi, 
a specific tendency toward reactive connective 
tissue formation, and typical arteritic vascular 
changes. The Frei test is decisive in the differential 
diagnosis. It has shown also that elephantiasis 
genito-anorectalis belongs to the clinical picture of 
lymphogranuloma inguinale. Torpid ulcers and 
fibrous tumors which may simulate luetic condylo- 
mata or hemorrhoids may develop at the anus and 
run the course of a periproctitis even to fistula 
formation. In the rectum, the disease leads to 
stricture with all its serious sequela. The course of 
the anorectal lymphatics explains also the frequency 
of ulcerative and stenotic processes in the rectum, 
especially from 1 to 2 cm. above the anal margin and 
about 6 cm. above the sphincter. 

In from 80 to 85 per cent of all of the cases of 
elephantiasis genito-anorectalis which have been 
examined, a positive lymphogranuloma inguinale 
reaction was obtained. In the vulvo-anorectal 
localization of the disease no form of therapy is 


successful. Ordinary anti-luetic treatment has no 
effect. Frei has found chemotherapy of value in 
certain cases. He recommends antimony. Others 
report successful results from tuberculin treatment. 
Roentgen treatment is useless. The treatment of 
inflammatory rectal strictures resulting from lymph- 
ogranuloma inguinale is very unsatisfactory. ‘he 
Kiel Clinic (Anschuetz) reports that of thirteen 
patients treated, five died. Of the remaining eight, 
five were “cured,” but of these five, two had persist- 
ing strictures and the others were discharged with 
colostomies. Conservative treatment—with bougies 
or the thermocautery or by diathermy —is given as 
long as possible. In severe cases, colostomy is the 
only procedure possible. 

The author reports six cases with the symptoms 
described. Anti-luetic treatment and _ roentgen 
irradiation were tried, but had no effect. In two 
cases there were severe strictures. Resection of the 
rectum by Hochenegg’s method was attempted and, 
for the most part, was successful. In the other cases, 
a preliminary colostomy was done and after the 
second stage of the operation the peripheral portion 
of the colon was removed. The patient was left with 
a persistent iliac anus. The author recommends 
palliative treatment as long as possible; mild lapis 
instillations, the use of bougies in beginning stric- 
tures, and dilatation with laminaria. Only after 
healing of the inflammatory and ulcerative processes, 
which sometimes takes years, may closure of the 
colostomy and the restoration of anal function be 
considered. Because of scar formation, the technique 
of the operation is very difficult. GERLACH (Z). 


LIVER, GALL BLADDER, PANCREAS, 
AND SPLEEN 


Edington, G. H.: Surgical Diseases of the Biliary 
Tracts. An Analysis of 200 Cases. Glasgow M.J., 
1933, CXX, 153. 


Edington reports on 200 consecutive cases in 
which he operated for symptoms suggestive of gall 
bladder disease. The series included 162 cases of 
gall stones, 25 cases of cholecystitis without stones, 
and 13 cases of other lesions. ‘The 206 operations 
performed in these 200 cases included rot cholecys- 
tostomies, 95 cholecystectomies, 4 cholecystogas- 
trostomies, 1 cholecystoduodenostomy, and 5 ex- 
ploratory operations. There were 24 deaths, a mor- 
tality of 12 per cent. Of the 28 male patients, 11 
(39.2 per cent) died. 

Of the 71 cases in which cholecystitis was a marked 
feature, gall stones were present in only 4. In this 
connection Edington says, “It is doubtful whether 
cholecystitis takes its share in the production of gall 
stones, but it is only to be expected that the presence 
of stones may excite or exaggerate inflammation of 
the gall bladder.” 

Edington thinks that the danger of recurrence of 
gall-bladder trouble after drainage operations is apt 
to be exaggerated. In some cases cholecystectomy 
does not provide the drainage which is necessary. 
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Another objection to this operation is the anatomical 
distortion of the parts, which may be a source of 
difficulty in the event of a secondary operation on 
the ducts. However, Edington concludes that when 
a large number of cases are considered the favorable 
late results of excision must weigh heavily with the 
surgeon. EArt GArsIDE, M.D. 


Stone, H. B., and Owings, J. C.: The Acute Gall 
Bladder as a Surgical Emergency. Ann. Surg., 
1933, XCVili, 760. 

The authors are convinced that prompt operation 
is the treatment of choice in all types of acute gall- 
bladder disease. They cite nine cases showing the 
dangers of delay of surgery in acute cholecystitis and 
the likelihood of secondary flare-ups after subsidence 
of the initial acute lesion under conservative therapy. 
They believe that in most cases the operation of 
choice is cholecystectomy. 

STANLEY H. MENTzER, M.D. 


Abell, I.: Wandering Spleen with Torsion of the 
Pedicle. Ann. Surg., 1933, xcviii, 722. 


The author has collected from the literature 
ninety-five cases of wandering spleen with torsion 
of the pedicle. To these he adds two of his own. The 
fact that 14.3 per cent of the patients were under 
twenty years of age supports the theory that a con- 
genital elongation of the splenic pedicle is essential 
for the occurrence of the condition. The fact that 


only 19 per cent of the subjects were over forty years 
of age suggests that relaxation of the abdominal wall 
and the ligaments which support the abdominal 
viscera is not a cause of major importance. The 


majority of the patients were women, but preg- 
nancy did not seem to be a factor of major impor- 
tance. Splenomegaly itself is not of prime impor- 
tance, but in association with malaria, seems to be 
of some significance. 

The majority of the patients gave a history ante- 
dating the torsion which might justly be ascribed to 
the splenic enlargement. In some of the cases there 
were digestive disturbances due to pressure and 
traction on the viscera. A small number of the pa- 
tients had had colics of a mild type, due presumably 
to previous partial twists of the pedicle. In thirty- 
four cases the first symptoms had been noted in the 
present illness. Pain, nausea, vomiting, and an in- 
crease in the pulse, temperature, and leucocyte count 
are usually present. A mass was evident in most of 
the cases, but in seven was found in only the left 
upper quadrant. Not infrequently a tumor was pal- 
pated in the pelvis. Normal blood counts were 
reported in a rather surprisingly large number of 
cases. 

Primary splenectomy was performed in eighty- 
three cases. Detorsion and replacement were done 
occasionally, but the author advises against them. 
The surgical mortality was 17.6 per cent. In many 
cases thrombosis of the splenic artery or veins had 
occurred, and in some the spleen contained blood 
cysts. In one case the spleen contained a cyst due to 
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necrosis, from which 14 liters of sterile pus were 
removed. In eight cases the tail of the pancreas was 
involved in the torsion, and in seven there was in 
testinal obstruction of varying degree in the large 
or small bowel. STANLEY H. MENTzER, M.D, 


MISCELLANEOUS 


Ameline, A.: The Information Obtained by Per- 
cussion of the Abdomen in Intestinal Infarc- 
tion (Sur les renseignements fournis par la percus 
sion de l’abdomen dans l’infarctus intestinal 
Presse méd., Par., 1933, xli, 1729. 

In three cases of intestinal infarction percussion 
of the abdomen revealed an immovable area of tlat 
ness with tympanism elsewhere in the abdomen. 
In the third case this sign enabled the authors to 
make a correct pre-operative diagnosis. 

In two cases the area of flatness was quite limited, 
but in one case it extended over nearly the entire 
abdomen. It seemed to correspond definitely to the 
infarcted loops. Avsert F, De Groat, M.D. 


Koster, H., and Kasman, L. P.: Pylephlebitis. 1 / 
Surg., 1933, XXvli, Q10. 

In the period from July 1, 1928, to December 31, 
1931, the authors encountered 4 cases of pylephlebi 
tis at operation. Three occurred in a series of 1,02; 
cases of acute appendicitis, and 1 in a series of 112 
cases of acute cholecystitis. 

The most common single cause of pylephlebitis is 
acute appendicitis, but infection in any organ with a 
venous return emptying into the portal vein may 
produce the complication. Of 46 cases of pylephlebi 
tis collected by Brown, acute appendicitis was the 
cause in 42 per cent. Pylephlebitis usually results 
in the development of suppuration within the liver 
with multiple abscess formation in close relationship 
to the portal vein and its branches. Occasionally a 
single abscess may occur. In 1928 Dick demon 
strated that dye injected into the various tributaries 
of the portal vein is usually carried to fairly constant 
and definite areas in the liver. This finding may ex 
plain the almost invariable location of a solitary 
abscess in the right lobe of the liver when the pri 
mary infective focus is in the appendiceal area. 

One of the most characteristic signs of pylephlebi 
tis is a change in the temperature. The temperature 
changes may be slight or marked and give no indica 
tion of the number or the distribution of the suppura- 
tive foci in the liver. Chills accompanied by a rapid 
rise in the temperature occurring pre-operatively or 
postoperatively in the course of an acute inflamma 
tory process in an intra-abdominal organ with veins 
draining into the portal system must always be con- 
sidered significant. The chills do not always recur 
daily. Dull pain in the right upper quadrant of the 
abdomen is an inconstant symptom. The leucocyte 
and differential counts are of no great diagnostic 
significance. Tenderness is almost invariably pres- 
ent, but may be so slight as to be considered neg- 
ligible. 
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Jaundice is almost always present and is one of 
the early signs of involvement of the liver. When it 
appears pre-operatively it may be misleading as it 
tends to draw attention away from a causative lesion 
such as an inflamed appendix and direct it to the 
biliary passages when involvement of the latter is 
only the terminal complication. When jaundice 
appears aS a postoperative complication of appen- 
dicitis, the possibility of a complicating pylephlebi- 
tis should be given consideration. A slight icteric 
tint to the sclere may appear even before the chill 
and fever. 

In all of the 4 cases reported by the authors en- 
largement of the spleen was noted clinically. Blood 
cultures are usually negative. 

The treatment is primarily prophylactic. The 
authors state that if all cases of acute appendicitis 
were recognized and operated upon early, there 
would be fewer cases of pylephlebitis. If frank sup- 
purative phlebitis of the vessels of the meso-appen- 
dix is evident at operation, ligation or excision of the 
ileocolic vein should be done before the appendec- 
tomy. When the infection has already spread be- 
yond the confines of the ileocolic vein and pylephle- 
bitis has developed, operative intervention is of no 
value unless a well-defined abscess has formed, in 
which case incision and drainage should be done. 
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Ligation of the portal vein itself is of little value be- 
cause by the time pylephlebitis is recognized clini- 
cally, there is always infection of the intrahepatic 
portions of the portal vein which remain as a septic 
focus for further dissemination within the liver. 
The authors’ 4 cases are reported in detail. 
ARTHUR S. W. Tourorr, M.D. 


Truesdale, P. E.: The Origin and Course of Infec- 
tion in Subphrenic Abscess. Ann. Surg., 1933, 
xcviii, 846. 

The author believes that the principal sources of 
infection in subphrenic abscess are acute peptic 
ulcer, biliary disease, and appendicitis in the order 
named. The infection spreads by way of the lym- 
phatics. Involvement of the diaphragm is favored 
by the distribution of the lymphatics in the abdomi- 
nal cavity and the liver. The lymphatic flow from 
the entire colon and other abdominal viscera drains 
directly into the liver and thence to the terminal 
part of the oesophagus, into the falciform ligament, 
along the vena cava, and through the diaphragm to 
the inferior deep cervical nodes. As these lym- 
phatic systems connect also with the lymphatics on 
the pleural surface of the diaphragm, pleurisy is a 
possible cause of subdiaphragmatic abscess. 

STANLEY H. Mentzer, M.D. 





GYNECOLOGY 


UTERUS 


Shaw, W. F.: The Treatment of Prolapsus Uteri, 
with Special Reference to the Manchester 
Operation of Colporrhaphy. Am. J. Obst. & 
Gynec., 1933, XXvi, 667. 

In Manchester, for a continuous period of forty- 
five years, an operation of one type, always with the 
same general principles though with varying minor 
technical details, has been performed by a large 
number of gynecologists on all patients with pro- 
lapse of the uterus, irrespective of their age, social 
position, or parity. Its results allow more nearly a 
guarantee of cure to be given the patient beforehand 
than those of any other operation in surgery. 

In 1888, Donald of Manchester commenced to 
treat cases of prolapse of the uterus by the combined 
operation of anterior and posterior colporrhaphy and 
amputation of the cervix. The author gives a de- 
tailed description of the Donald operation with 
minor modifications made by himself. 

Of 549 cases in which this operation was per- 
formed, 96.35 per cent were cured. In the six years 
included in the author’s investigation there were no 
deaths. In twenty-six years there were only 9 
deaths in 2,152 operations—1 from pneumonia, 1 
from heart failure, 1 from embolism, 1 from septic 
absorption from a piece of gauze retained in the 
uterus, 1 from pyelitis due to performance of the 
operation too soon after an attack of cystitis, and 4 
from an unrecorded cause. 

Of 56 patients who complained of chronic aching 
pain, 49 (87.5 per cent) were cured, and of 17 who 
complained of incontinence of urine on straining, 
14 were cured. Only 27 bore children after the 
operation, but of this number only 5 showed any 
signs of recurrence. 

Of 171 patients over fifty years of age, 167 (97.72 
per cent) were cured. In the 4 others the recurrences 
were very slight. 

Some surgeons have so little faith in vaginal 
repair that they always combine it with some form 
of abdominal fixation of the uterus. However, when 
there is a reasonable amount of pelvic muscle and 
the colporrhaphy is performed properly, this is 
never necessary. 

The perineum should be kept as dry as possible. 
At the end of the operation, the vagina is packed 
with gauze soaked in a bismuth, iodoform, and par- 
affin mixture. This gauze is removed the following 
morning. On the fifth day a vaginal douche of 
boracic lotion is given through a glass catheter to 
wash away blood clots. The bowels are moved on 
the third day with liquid paraffin and cascara. 

Even with the greatest care, there is considerable 
risk of infection of the bladder whenever a catheter 


is passed. This is true especially after the operation 
described as the bladder is handled and displaced 
and some of its blood supply is damaged. 

The chief postoperative complication is hemor 
rhage occurring about a week after the operation. 
However, if proper care is taken, serious bleeding js 
very rare. In the majority of cases, the hemorrhage 
comes from the cervix and is due to a low degree of 
sepsis which has prevented the healing of this tissue 
so that when the catgut sutures give way the cervical 
incision gapes and bleeds. 

In the cases reviewed occlusion of the cervix was 
found once. Vaginal adhesions are rare. 

EpwWArp L, CorNELL, M.1). 


Salvini, A.: The Pre-Operative and Postoperative 
Content of Indican in the Blood in Cases of 
Tumor of the Uterus and Ovaries (Sull’indicano 
del sangue nei tumori dell’utero e dell’ovaio nei 
tempi pre- e postoperatori). Riv. ital. di ginec., 
1933, XV, 371. 

The author reports his observations on the blood 
indican in thirty-five cases of tumors of the uterus 
and ovaries. Twenty-five of the women had uterine 
fibroids, nine had ovarian cysts, and 1 had a uterine 
fibroid and a para-ovarian cyst. 

The indican content of the blood was determined 
by the Rosenberg-Iolles method before operation, 
several days after operation, and on the day the 
patient was discharged from the hospital. 

To determine the normal content of indican in the 
blood, Salvini reviewed the literature. The physio 
logical content reported by various investigators 
ranged from 0.40 mgm. (Cabrini) to 1.8 mgm. 
(Klein) per mille. The author accepted the average 
of these values, from 1 to 1.3 mgm. per mille, as the 
normal value. 

In the cases of the twenty-five women with fibroids 
the blood indican before operation varied from 1.10 
to 2.48 mgm. per mille. In the majority it was well 
above the accepted normal. On the second or third 
day after the operation, it showed a constant drop 
except in cases complicated by kidney disease 
(evidenced by albuminuria) or a febrile postoperative 
course. In the latter, it was always found increased 
and returned toward normal only after disappearance 
of the albumin from the urine and abatement of the 
fever. 

In the cases of the nine women with ovarian cysts, 
the blood indican before operation varied from 1.40 
to 2.15 mgm. Again, following operation, it showed 
an appreciable drop except in cases complicated ly 
kidney disease or fever. 

In the case of the patient with a uterine fibroid 
and a para-ovarian cyst, the variations in the blood 
indican were the same as in the other cases. 
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(he author ascribes the pre-operative hyperin- 
dicanemia to the absorption of toxins from tumors 
of the uterus and ovaries. ‘lo prove the occurrence 
of such toxicity he cites the heart condition 
associated with myomata (Koorsberg, Doane, and 
Henkle), the arterial and venous hypertension in 
cases of myoma (Mirto, Ferroni, and others), and 
the action of fluids from ovarian cysts injected into 
the peritoneal cavity (Auche and Chavannaz). 

The elevation of the blood indican in cases com- 
plicated by kidney disease is regarded by Salvini as 
a sign of renal insufficiency and attributed by him to 
deticient elimination rather than to overproduction. 

GEORGE C, Finota, M.D. 


Miller, H. E., and Tyrone, C. H.: A Survey of a 
Series of Myomectomies, With a Follow-Up. 
Am. J. Obst. & Gynec., 1933, XXvi, 575. 


(he authors review 128 myomectomies. Of the 
57 patients who had menorrhagia before the opera- 
tion, 91 per cent report that the duration, character, 
and amount of the menstrual flow have been en- 
tirely normal since the operation. Dysmenorrhoea 
occurred in 52 per cent of the cases, but persisted 
after the operation in only 0.52 per cent. There has 
been no report of postoperative pain or pelvic dis- 
comfort since the operation. 

The number of fibroids removed ranged from one 
large subperitoneal or interstitial tumor to 15 
growths representing all types. In cases of single 
growths it is practically always possible to remove 
the growth and restore normal function of the uterus 
even when the tumor involves a large portion of the 
uterine corpus or protrudes into the uterine cavity. 
When the number and position of the growths neces- 
sitate multiple, extensive incisions and when marked 
mutilation of the musculature would result from 
enucleation of the growths, hysterectomy is pref- 
erable to myomectomy. 

Degenerative changes were present in 32 per cent 
of the cases reviewed. In 3, the pathologist found 
early sarcomatous degeneration in the removed 
fibroid. 

Of the 69 patients under thirty-eight years of age, 
41 were sterile at the time of the operation and 28 
had given birth to from 1 to 3 infants. Twenty-one 
of these 69 later had pregnancies which were pro- 
bably rendered possible by the myomectomy. 

The total number of myomectomies performed 
during pregnancy was 7. Myomectomy was done 
during the course of pregnancy only when an acute 
abdominal condition had arisen from degeneration 
in a growth as the result of strangulation of the 
circulation, embolism, or twisting of the pedicle. 
The technical difficulties of myomectomy are greatly 
increased in pregnancy, particularly if the growth 
or growths are situated near or over the placental 
implantation. In 5 (approximately 71 per cent) of 
the 7 cases cited the pregnancy continued to term 
after the operation. 

The number of patients who returned for treat- 
ment after the myomectomy was 8. Five were 
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found to have a recurrence of menorrhagia resulting 
from generalized sclerosis of the uterine muscula 
ture. Of these, 3 were treated by hysterectomy and 
5 by radium irradiation. The time between the 
myomectomy and the recurrence of symptoms re 
quiring treatment ranged from three to ten years. 

In the entire series of 128 cases there was only 1 
death, the operative mortality being therefore 0.77 
per cent. The death was due to acute dilatation of 
the stomach. 

Acute obstruction of the bowel occurred in 1.5 
per cent of the cases during the patient’s stay in the 
hospital and subsequently as a complication of 
pregnancy in 0.75 per cent. Chronic partial obstruc- 
tion occurred in 0.75 per cent. 

EpwArb L. CorNeELL, M.D. 


ADNEXAL AND PERIUTERINE CONDITIONS 


Cheval, M., Mayer, L., Dejardin, L., and Mayer, 
C.: Experimental and Clinical Researches on 
the Use of Ovarian and Uterine Grafts (Re- 
cherches expérimentales et cliniques sur l’utilization 
des greffes d’ovaire et d’utérus). Bruxelles-méd., 
1933, Xiii, 1358. 

The authors carried out experiments on twenty- 
six female dogs to determine the fate of autogenous 
ovarian grafts after: (1) bilateral o6phorectomy with 
conservation of the uterus, (2) bilateral odphorec- 
tomy and hysterectomy, and (3) bilateral ojphorec- 
tomy and hysterectomy followed by the implanta- 
tion of autogenous uterine grafts. 

Small thin slices of ovarian cortex were implanted 
into the abdominal wall. The autogenous uterine 
grafts, consisting largely of endometrium, were 
introduced intramuscularly in another part of the 
abdominal wall. The animals were sacrificed and 
histological studies were made of the grafts fifteen, 
thirty, and ninety days after the transplantation. 
In all but two cases the grafts healed without in- 
fection. From their findings the authors draw the 
following conclusions: 

1. Intramuscular autogenous ovarian grafts in 
the female dog remain viable. 

2. Autogenous ovarian grafts after hysterectomy 
develop follicular atresia. At the end of ninety days 
the primordial follicles show no signs of maturation. 
However, the germinal epithelium develops epi- 
thelial tubes in which a number of newly formed 
ova are demonstrable. 

3. Autogenous uterine grafts undergo cystic 
glandular degeneration of the endometrium, but at 
the end of a month a number of normal uterine 
glands remain. 

4. The vitality of autogenous ovarian grafts ap- 
pears to be increased by the presence of autogenous 
uterine grafts. The follicles undergoing atresia show 
luteinization of the theca. After from thirty to 
ninety days, numerous primordial follicles persist, 
some of which show signs of maturation. 

On the basis of their findings in animals the au- 
thors have performed ovarian and uterine grafting 
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on twenty-six patients since October, 1932. The 
procedures were as follows: autogenous ovarian 
grafting with preservation of the uterus, sixteen 
cases; autogenous ovarian grafting after extirpation 
of the fundus of the uterus, four cases; autogenous 
ovarian grafting after total or subtotal hysterectomy, 
nine cases; and autogenous ovarian and uterine 
grafting after total hysterectomy, nine cases. 

The ovarian grafts consisted of minute pieces of 
the ovarian cortex. They were placed beneath the 
aponeurosis of the rectus abdominis or subcutan- 
eously in the intermammary groove. Absolute 
hemostasis is essential to growth of the grafts. 

The authors cite the case of a young girl who 
menstruated regularly four months after bilateral 
odphorectomy followed by the grafting of a small 
portion of autogenous ovarian cortex. In cases in 
which the uterus was removed the authors relied 
upon the subjective symptoms in judging the 
etficacy of the grafts. They report a case in which 
symptoms of the artificial menopause were noted 
for three months after operation and grafting, but 
subsequently ceased. They attribute the sympto- 
matic benefit to the endocrine activity of the graft 
which became attached. The uterine grafts healed 
without complications. One patient noted periodic 
subcutaneous swelling over the region of im- 
plantation of the graft. This was attributed to 
ovarian stimulation from the graft. 

The authors draw the following conclusions: 

1. When bilateral salpingo-oéphorectomy must 
be performed the uterus should be preserved when 
possible and autogenous ovarian grafting should be 
done. Menstrual function can be preserved by this 
means in 70 per cent of cases. 

2. Defundation of the uterus plus ovarian graft- 
ing should be performed whenever conservation of 
the entire uterus is impossible. 

3. Autogenous ovarian grafting after total or 
subtotal hysterectomy and bilateral oé6phorectomy 
reduces menopausal symptoms. 

4. Subcutaneous endometrial grafts are harmless 
in non-infected cases. Harowp C. Mack, M.D. 


Moulonguet, P., Brocq, P., and Gibert, P.: Utero- 
Adnexal Tuberculosis (Sur la tuberculose utéro- 
annexielle). Gynéc. et obst., 1933, XXxviii, 146. 


MOULONGUET, in discussing the clinical aspects of 
utero-adnexal tuberculosis, says that the initial 
lesions are probably acquired at an early age and, 
like those in the lungs, remain latent until, for some 


reason, they become activated. Genital tubercu- 
losis is usually secondary to a primary focus in the 
lungs from which the organisms reach the genital 
tract by way of the blood stream. Genital lesions 
latent since early childhood become activated dur- 
ing the period of sexual activity, their activation be- 
ing favored by the sex act, menstruation, genital 
infections (especially gonorrhoea), and pregnancy. 

Three clinical varieties of pelvic tuberculosis are 
recognized: (1) tuberculosis of the cervix, (2) tuber- 
culosis of the body of the uterus, and (3) tubercu- 
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losis of the uterine adnexa. Adnexal tuberculosis is 
of the following four types: (1) tuberculous sal- 
pingitis with peritonitis and ascites, (2) tuberculous 
salpingitis with fibrocaseous pelviperitonitis, (.) 
isolated salpingitis or oéphoritis without peritoneal 
involvement, and (4) pelvic tuberculosis associated 
with tuberculosis in other parts of the body. 

While sterility is common in women with pelvic 
tuberculosis, pregnancy is not impossible. Preg- 
nancy is highly undesirable as it activates latent 
lesions and transmission of the infection to the 
fetus may occur although it is unusual. The diag- 
nosis is extremely difficult. As a rule it is not made 
until the time of operation and often only after his- 
tological tissue examination. Approximately 8 per 
cent of all cases of salpingitis are due to tuberculosis. 

Brocg discusses the surgical treatment of utero- 
adnexal tuberculosis. He states that the immedi:te 
and late mortality of this treatment ranges from o 
to 17 per cent. The operations performed in cises 
of adnexal tuberculosis with or without uterine in- 
volvement include simple exploratory laparotomy, 
partial removal of the adnexa, and radical removal 
of the internal genitalia. Radical removal in cases 
of advanced tuberculosis has a high immediate 
mortality and morbidity and is often followed by 
late complications and death. Simple exploratory 
laparotomy and conservative operations have fre 
quently resulted in cure, especially when they have 
been followed by appropriate medical treatment, 
irradiation, or heliotherapy. When the tuberculous 
process is confined to the cervix, preliminary biopsy 
is essential for diagnosis. Amputation of the cervix, 
total hysterectomy, curettage followed by thermo- 
cauterization or chemical cauterization, and radium 
therapy have given good results. In cases of tuber- 
culous endometritis diagnostic curettage may favor 
dissemination of the lesions, therapeutic curettage 
is of doubtful value, and hysterectomy offers the 
only chance for cure. 

The most common pre-operative complications of 
chronic pelvic tuberculosis are acute exacerbation of 
the infection, secondary infection, and spontaneous 
fistula formation. The postoperative complications, 
aside from those immediately following the opera- 
tion (shock, hemorrhage, intestinal obstruction) are 
due to damage to adjacent organs (bladder, intes- 
tines) with resulting fistula formation. 

GrBERT discusses the physiotherapy of utero- 
adnexal tuberculosis. This type of treatment in- 
cludes natural and artificial heliotherapy and irradia- 
tion with the X-rays and radium. Gibert is of the 
opinion that, when applied in advanced cases of pel- 
vic tuberculosis after exploratory laparotomy, drain- 
age of ascites and cold abscesses, or partial surgical 
removal, physiotherapy will give results much supe- 
rior to those of radical surgery. The probability of 
cure is increased if the physiotherapy is given 
both before and after surgical intervention. Irradia 
tion with the ultraviolet rays or heliotherapy com- 
bined with climatotherapy should be tried first «nd 
roentgen therapy used when the other methods /ail. 





GYNECOLOGY 229 


Treatment with the ultraviolet rays results in cure 
in from 40 to 50 per cent of cases, amelioration in 
from 30 to 35 per cent, and failure in from 15 to 20 
per cent. Its action is quite superficial. For deep 
lesions, roentgen therapy is indicated. The roentgen 
rays produce their effect, not on the tubercle bacilli, 
but on their habitat. They destroy the surrounding 
leucocytes and produce immunity through the 
liberation of immunogens. In addition, they pro- 
voke an intense connective tissue reaction, thereby 
walling off the organisms. Radium has a much 
smaller field of activity and is applicable only if the 
lesion is limited to the cervix. The best results are 
obtained when all available methods of physioth- 
erapy are combined. Harowp C. Mack, M.D. 


Schulze, M.: Granulosa-Cell Tumors of the Ovary. 
Am. J. Obst. & Gynec., 1933, xxvi, 627. 


Granulosa-cell tumors of the ovary are not so rare 
as was formerly supposed. The author reports four 
cases in detail. 

These tumors are frequently mistaken for medul- 
lary carcinomata and even for sarcomata and endo- 
theliomata by those not familiar with their charac- 
teristics. -The pathological diagnosis is not very 
difficult if their characteristics are kept in mind. 

Three main histological types are recognized: the 
folliculoid, the cylindromatoid, and the sarcomatoid. 
Frequently two or all three of these types are found 
in different areas of the same growth. 

The clinical diagnosis may be easy before puberty 
or after the menopause, but is difficult during active 
sexual life. A careful study of the patient from the 
endocrine standpoint will prove of great aid in the 
pre-operative diagnosis as well as in the postoperative 
prognosis. There is definite evidence that the tumors 
elaborate the ovarian follicular hormone and possibly, 
in some cases, the lutein hormone also. It is probable 
that the follicular hormone tests will become as 
important in cases of granulosa-cell tumors of the 
ovary as the Aschheim-Zondek test in cases of 
chorionepithelioma. 

Granulosa-cell tumors of the ovary are usually 
unilateral and comparatively benign. As a rule 
simple excision of the tumor is curative. Therefore 
it is most important to make a pre-operative or, at 
least, an operative diagnosis, as this allows of con- 
servatism in the cases of young women. In the cases 
of women past the menopause, complete removal of 
the pelvic organs is preferable if the patient is a good 
tisk. In the rare cases in which complete removal of 
the tumor is impossible, postoperative radiotherapy 
will probably increase the chances for cure. 

Epwarp L. Cornett, M.D. 


EXTERNAL GENITALIA 


Stein, A.: Diseases of the Vulva. Am. J. Surg., 1933, 
Xxi, I. 
The vulva is subject to mycotic infections. The 
most frequent infections of this type are due to 
monilia. These infections are often associated with 


pregnancy. Mycotic infections of the vulva have 
been classified by Le Blaye as follows: (1) creamy 
vulvitis resembling oral thrush; (2) ulcerative vul- 
vitis; (3) pseudoleucoplakic vulvitis; (4) eczematous 
vulvitis without an exudate; (5) pruritus with an 
inflammatory reaction and erosions due to scratch- 
ing; and (6) vesicopustular cutaneous forms. In all 
of these types of mycotic vulvitis the diagnosis de- 
pends on demonstration of the organism in the 
lesions. 

Tuberculosis of the vulva is rare, but various 
forms of lupus have been described. 

Lipschuetz has distinguished the following three 
types of acute ulcer of the vulva: 

1. Gangrenous ulcers developing suddenly on the 
outer genitalia in association with burning pain, 
fever, and chills. The ulcers sometimes perforate 
the labia minora. 

2. Venereal ulcers at the labia minora and in the 
vagina. These ulcers are sharply defined, not so 
deep as the gangrenous ulcers, very painful to the 
touch, and not accompanied by fever. 

3. Miliary ulcers no larger than a pinhead. These 
always occur in combination with the venereal 
ulcers. Bacillus crassus is found in the smears in 
almost pure culture. 

The chronic type of ulcer of the vulva, formerly 
known as “‘esthiomene,” is believed by Stein to be 
a manifestation of tertiary lues. Pathologically it 
shows changes characteristic of gumma. Histo- 
logically, a syphiloma consists of a collection of 
round cells closely resembling the cells of inflam- 
matory neoplasms with scanty blood vessels. The 
affected tissues, like all gummata, undergo processes 
of necrosis and cicatrization with contraction of 
scar tissue. According to Kehrer, the factors in- 
volved in the production of esthiomene, a chronic 
ulcer of the vulva with secondary elephantiasis, are: 

1. Injury to the tissues, especially the smaller 
arterial vessels, due to a previous syphilitic infection. 

2. Dilatation and stasis in the veins, due chiefly 
to sexual disturbances and excesses. 

3. Functional blocking of the regional lymph 
glands, due to inflammation. 

4. An ulceration on the tissues thus predisposed, 
which may be due to any type of bacteria, but is 
caused most often by the tubercle bacillus. Of 
secondary importance are gonococci, streptococci, 
staphylococci, and Ducrey’s bacillus. The rarity of 
this condition is explained by the multiplicity of 
factors required for its development. 

Joachimovits described a form of chronic ulcer 
of the vulva with elephantiasis. In Java he saw 
seventeen cases of this condition in two months. 
Some of the patients had demonstrable syphilis, 
but there was no evidence to indicate that the vulvar 
lesion itself was of a syphilitic nature. The spiro- 
chetes of syphilis were not found, the histological 
changes were not characteristic of syphilis, and 
arsphenamine treatment was without effect. The 
condition was a fusospirochetosis due to a symbiotic 
infection with spirochetes and fusiform bacilli. 
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In chronic hemorrhagic vulvitis, five cases of 
which have been reported, histological examination 
shows chronic inflammatory changes with hemor- 
rhagic infarcts. 

Five cases of Paget’s disease of the vulva have 
been reported in the literature. 

Primary venereal lesions—the typical chancre, 
the soft chancre or ulcus molle, and gonorrhceal 
lesions—may occur on the vulva. They are usually 
found in the region of Bartholin’s glands. 

Venereal granuloma, ulcerating granuloma of the 
pudenda, or granuloma inguinale, when it occurs in 
women, usually involves the vulva. The so-called 
“Donovan bodies”’ are now regarded as the etio- 
logical agent in granuloma inguinale and can be 
demonstrated in the lesions in practically every 
case. The most effective treatment is the intravenous 
administration of tartar emetic. 

Pruritus vulve occurs in many diseases of the 
vulva. For local treatment in the case of diabetics, 
Stein advocates cleansing of the parts with oil and 
the application of an ointment with a lanolin base 
containing cocaine, menthol, and salicylic acid. 
Aqueous and alcoholic solutions should not be used. 

Recent reports indicate that kraurosis is a later 
stage of leucoplakia. Taussig is of the opinion that 
the underlying cause of leucoplakic vulvitis is loss 
of elasticity in the skin due partly to a deficiency of 
the ovarian hormone. Terruhn attributes both leuco- 
plakia and kraurosis to an ovarian dysfunction 
which brings about trophic disturbances in the 
vulva through the sympathetic system. 

Fibrosarcomata of the vulva are rare. Fibromata 
of the vulva usually originate in the subcutaneous 
connective tissue. Lipomata, myxomata, papillo- 
mata, sweat-gland tumors or hidradenomata, and 
benign cystic tumors also occur in the vulva. 
Adenofibromata of the vulva containing uterine 
glands and stroma, and adenomyomata of the vulva 
have been reported. 

Vulvar sarcoma is rare, but extremely malignant. 

Carcinoma of the vulva is more frequent and of 
more clinical importance than sarcoma, but is rare 
in comparison with carcinoma in the internal genital 
organs. It is extremely malignant although it occurs 
as a rule, in older women. The primary tumor de- 
velops most frequently in the labia majora and 
minora and the clitoris. Metastases are usually 
limited to the regional and lumbar lymphatics. The 
glands in the groin are involved in most cases, 
whereas the iliac and hypogastric glands are affected 
less frequently. Involvement of the adjacent skin 
and the mucosa of the external genitalia results in 
so-called “contact cancer.”” Involvement of the 
external inguinal glands represents the first stage, 
involvement of the deep inguinal glands the second 
stage, and involvement of the external iliac, hypo- 
gastric, and obturator glands the third stage of can- 
cerous invasion. 

Rentschler is of the opinion that in cancer of the 
vulva wide excision of the local growth with excision 
of the superficial and deep inguinal nodes on both 


INTERNATIONAL ABSTRACT OF SURGERY 


sides, whether they are enlarged or not, and supple- 
mentary radium and roentgen-ray irradiation is the 
treatment of choice unless metastases have de- 
veloped or the malignancy is of Grades 3 or 4. 
Under the latter conditions, excision of the local 
growth followed by radium and roentgen-ray ir- 
radiation over the site of the local growth and the 
lymphatic drainage is preferable. 

Recent studies having indicated that leucoplakia 
is a precancerous lesion, vulvectomy should be done 
in cases in which permanent leucoplakia or kraurotic 
changes have developed. Cu#artes Baron, M.D 


Grabéenko, I.: Cancer of the Vulva According to 
the Material of the Oncological Institute (|)¢r 
Krebs der Vulva nach den Materialien des Onko- 
logischen Instituts). 2. AkuS., 1933, xliv, 33. 


The author estimates that carcinomata of the 
vulva constitute 1.47 per cent of all malignant 
tumors in women. Among 1,422 cases of malignant 
tumor of the female genital organs observed in a 
period of five years there were 61 cases of vulvar 
carcinoma. The condition was attributed to 
pruritus vulve in 53.28 per cent; to leucorrhcea in 
9.83 per cent; to condylomata in 8.19 per cent; and 
to enzymes in 1.64 per cent. In 27.87 per cent of the 
cases no disease of any sort was present before the 
appearance of the tumor. In the author’s opinion, 
syphilis, tuberculosis, frequent childbirths, and 
leucoplakia are not causes of vulvar carcinoma. 

The lesion was located most frequently on the 
labia majora and less often on the clitoris, labia 
minora, urethra, posterior commissure, and Barthvo- 
lin’s glands. 

Some of the lesions were cauliflower papillomata; 
others, diffusely infiltrating nodular tumors; and 
others, crater-like tumors. In 3 cases there were 
contact implantations. The author divides the cases 
into the following 4 groups: (1) movable tumors 
without metastases, 14 cases; (2) movable tumors 
with movable inguinal glands, 29 cases; (3) non- 
movable tumors with movable inguinal glands, 4 
cases; and (4) non-movable tumors with non- 
movable inguinal glands, 14 cases. 

The cases of Groups 3 and 4 were looked upon as 
hopeless and consequently were not treated. Of the 
cases in the other groups, 5 were treated with radium, 
7 by operation with the knife, and 31 by electro 
excision. In the cases of the first group the inguinal 
glands were not removed. In 3 cases radium needles 
were inserted around the tumor. In only 1 of the 3 
cases of precarcinomatosis of the urethra was there 
permanent healing. In the 2 others, further treit- 
ment with surgical diathermy was necessary. (ne 
of the patients died of recurrence and metastases 
seven months after the treatment. The other <e- 
veloped a recurrence after ten years and again alter 
three and a half years. The recurrences were treated 
by electro-excision. The patient has now been /ree 
from recurrence for one and a half years. (ne 
patient treated by operation has remained free from 
recurrence for five years and three months. Of 11 
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patients treated by surgical diathermy, 1 died of 
sepsis and another, one and a half years after the 
operation, of apoplexy. Two patients have been free 
from recurrence for one year, and four patients for 
one and a half, two and a half, three, and five years 
respectively. One patient failed to report. All of the 
patients now alive are free from recurrence. 

In Group 2, 2 cases were treated with radium. In 
1 of these the inguinal glands were removed, but 
death resulted from recurrence at the end of eight 
months. In the other, in which the glands were not 
removed, death resulted from recurrences and 
metastases at the end of seven months. Six patients 
were treated surgically, all with removal of the 
inguinal glands. Of these, 1 died of sepsis, 1 has not 
reported, 3 died of recurrence and metastases after 
from one to two and a half years, and 1 is living and 
free from recurrence after three and a half years. 
Eleven patients were treated by electro-excision of 
the tumor and the glands. Of these, 3 died after 
from six to twelve months, 3 after one and a half 
years, and i after two and a half years, and 4 are 
alive and free from recurrence after one year, one 
and one-half years, one and one-half years, and three 
years respectively. Of 10 cases of this group, in 
which the glands were not removed, death occurred 
after from one-half to one and one-half years in all. 

The author prefers electro-excision to other 
methods, but believes that the method of treatment 
is of less importance than the time that the treat- 
ment is given. IrmA Prrers (G). 


MISCELLANEOUS 


Collip, J. B., Selye, H., Anderson, E. M., and 
Thomson, D. L.: The Production of strus. 
The Relationship Between the Active Princi- 
ples of the Placenta and Pregnancy Blood and 
Urine and Those of the Anterior Pituitary. /. 
Am. M. Ass., 1933, Ci, 1553- 


The authors refer to the hormone present in 
human blood and urine during pregnancy and in the 


placenta as the ‘“‘anterior pituitary-like hormone.” 


They do not believe that it is identical with the 
ovary-stimulating substance present in the anterior 
lobe of the pituitary gland. When administered to 
hypophysectomized immature rats, very young 
suckling rats, and guinea pigs, this anterior pituitary- 
like gonad-stimulating substance causes merely the- 
cal luteinization. The authors therefore conclude 
that when it produces enlargement of follicles and 
the formation of corpora lutea in the normal rat it 
does so by virtue of the presence of a complementary 
substance produced by the pituitary gland of the 
test animal. Row.Lanp M. Exstranp, M.D. 


Brouha, L.: The Experimental Bases of the Prob- 
lem of the Artificial Menopause (Les bases ex- 
périmentales du probléme de la ménopause provo- 
quée). Gynéc. et obst., 1933, xxviii, 243. 


Animal experiments have shown beyond doubt 
that the cestrus cycle in mammals has two phases: 


the follicular phase and the lutein phase. The dura- 
tion of these phases is variable. The follicular phase 
is determined by the ovarian follicular hormone, and 
the lutein phase by the internal secretion of the 
corpus luteum. Surgical castration suppresses all 
anatomical and physiological alterations charac- 
teristic of the cestrus cycle. Irradiation may pro- 
duce complete castration effects not distinguishable 
from those following bilateral salpingo-odphorec- 
tomy. Partial suppression of ovarian function by 
irradiation may produce sterility, but permits the 
continuation of follicular secretion so that the 
animal shows no castration symptoms. Surgical 
removal of as much as four-fifths of the ovarian 
tissue does not produce castration phenomena as 
the remaining tissue regenerates and assures normal 
function. Removal of the corpus luteum shortens 
the cestrus cycle, but does not suppress any sex- 
ual phenomena. According to the author’s experi- 
mental findings, but contrary to those of Watrin 
and Brabant, hysterectomy does not affect ovarian 
function. Castration symptoms respond to specific 
treatment by ovarian grafting or the administration 
of the ovarian follicular hormone. When the graft 
is successful, all anatomical and physiological char- 
acteristics of the oestrus cycle are restored. The 
duration of a graft depends upon its vitality. 

The follicular hormone is the true female sex hor- 
mone. Its administration in suitable doses corrects 
the symptoms of castration. The corpus luteum is 
merely a gland of gestation; its hormone is essential 
for completion of the normal cycle and the prepara- 
tions for nidation of the fertilized ovum and its sub- 
sequent development. The administration of the 
corpus luteum hormone has no effect upon castra- 
tion phenomena. In castrated primates the injec- 
tion of the follicular hormone may produce men- 
struation. Harotp C. Mack, M.D. 


Van Cauwenberghe, A.: Treatment of Symptoms 
of the Artificial Menopause (Traitement des 
troubles de la ménopause provoquée chez la femme). 
Gynéc. et obst., 1933, Xxvili, 266. 

Symptoms of the artificial menopause resulting 
from surgical castration are chiefly vasomotor or 
rheumatoid and usually respond well to endocrine 
treatment. When they are nervous or psychic their 
amelioration by treatment is problematical. Treat- 
ment with the ovarian follicular hormone gives good 
results under the following conditions: 

1. When the treatment is begun as soon as possi- 
ble after operation. 

2. When the patient is not too young. 

3. When it is possible to administer small doses 
at frequent (three-day) intervals, especially at the 
time corresponding to the usual period of men- 
struation. 

4. When it is possible to administer the folliculin 
intramuscularly rather than by mouth. 

5. When physiotherapeutic and psychothera- 
peutic measures and tonic medicaments can be 
administered in conjunction with the opotherapy. 
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Menopausal symptoms following irradiation are 
usually less severe than those of surgical castration 
if the irradiation is carefully carried out in fractional 
doses. Under such circumstances endocrine products 
should not be given except in severe cases. 

Harowp C. Mack, M.D. 


Hirsch, H., and Hoffmann, U.: The Development 
of Genital and Peritoneal Tuberculosis in the 
Female in Primary Infection of the Digestive 
Tract, and the Importance of the Retrograde 
Lymphogenic Pathway of Infection (Die Ent- 
stehung der weiblichen Genital- und Peritoneal- 
tuberkulose bei primaerer Infektion des Verdau- 
ungskanales und die Bedeutung des retrograden- 
lymphogenen Infektionsweges). Arch. f. Gynaek., 
1933, Clili, 375. 

The authors discuss the problem of the origin of 
tuberculosis of the female genital organs in general 
and of the fallopian tubes in particular on the basis 
of animal experiments and examinations of infants 
who died as the result of vaccination for immuniza- 
tion against tuberculosis. The theory of Hegar that 
primary genital tuberculosis is relatively frequent is 
today rejected. The authors call attention to the 
fact that, to date, no absolutely certain case of 
primary tuberculosis of the female genitalia has been 
reported, and that it is a matter of controversy 
whether—with the exception of tuberculosis of the 
vulva—such a condition is possible. 

Secondary tuberculous infection of the female 
genitalia is of the following types: 

1. Infection by continuity, i.e., infection of pre- 
viously normal tissue by direct contact with tuber- 
culous tissue. 

2. Infection by contiguity or intracanalicular 
metastasis. 

3. Lymphogenous infection (chiefly from the in- 
testines). 

4. Hematogenous infection from a more or less 
remote tuberculous focus. 

The majority of investigators believe that tuber- 
culous infection of the female genitalia occurs most 
often by the hematogenous route, whereas Ghon, 
Kafka, Lahm, Franqué, and others believe that the 
fallopian tubes become involved most frequently 
from the peritoneum. Nearly all investigators are of 
the opinion that the lymphogenous origin is of sec- 
ondary importance, but on the basis of animal exper- 
iments Bakacs has called attention to the possibility 
of a retrograde lymphogenous extension of tubercu- 
losis and involvement of the genital tract by this 
route. 

The authors have attempted to supplement the 
experiments of Bakacs by further experiments along 
the same lines. In accordance with the directions of 
Bakacs, the root of the mesentery was exposed by 
laparotomy in four adult female rabbits, 0.2 c.cm. of 
a suspension of virulent tubercle bacilli injected into 
one of the mesenteric lymph nodes, and the point of 
injection cauterized with a hot needle. In two other 
animals 0.3 c.cm. of a similar suspension was injected 
in the region of the inguinal lymph nodes. The re- 





sults showed the predominant importance of hema- 
togenous extension of the infection. In all of the 
rabbits a hematogenous generalization of the tuber 
culosis occurred. In five, there was, in addition, a 
circumscribed peritoneal tuberculosis with tubercles 
in the uterine serosa. Only the peritoneal tubercu 
losis could be considered the point of origin of the 
serosal tuberculosis. Isolated tubercles in the mu- 
cosa at the abdominal ostia of the fallopian. tubes 
could be found in only two of the animals. Accord- 
ing to the authors, the tuberculosis of the tubal 
mucosa in both of these animals was of hematog- 
enous origin or due to entrance of the infection from 
the peritoneal cavity. There was no basis for the 
assumption of a lymphogenous or retrograde lym 
phogenous origin, even though the possibility that 
tuberculosis of the female genitalia may develop in 
this manner is not denied. The experiments there- 
fore indicated that in the presence of severe tuberc 
lous changes in the peritoneal cavity the serosa of the 
genitalia and the mucosa of the fallopian tubes at 
the abdominal ostia may become involved by the 
peritoneal tuberculosis. However, the authors em- 
phasize the fact that great care is necessary in app|\ 
ing the findings of experiments made on animals to 
man. 

To determine the origin of tuberculosis of the 
genitalia in the human female, the authors examined 
the genitalia of eleven female infants who died as the 
result of tuberculosis immunization in Luebeck. 
The findings in the individual cases are described in 


detail and summarized in tables. In all of the infants | 


the tuberculous infection introduced in the food be 
came generalized in the body. The primary infection 
occurred in the intestine. The ileocecal region was 
involved comparatively often. Very frequently, 
there were multiple primary infections, a fact indi- 
cating that the infection was severe. In a few cases 
the mouth and pharynx were involved in addition to 
the bowel. In nine of the infants there was tubercu 
losis of the genital organs (tubes, corpus uteri, cer- 
vical wall, ovaries, portio, vagina). In only five 
could involvement of the tubal mucosa be demon 
strated. This is surprising as the tubal mucosa is 
infected in the majority of cases of genital tubercu- 
losis. Especially remarkable was the frequency of 
involvement of the connective tissue surrounding the 
genitalia, either from the intestines or perhaps from 
the peritoneal tuberculosis. In eight of the infants 
the parametrium, the mesosalpinx, or the meso 
varium was involved, a fact indicating the special 
importance of the hematogenous and lymphogenous 
routes of infection. A retrograde lymphogenous ex- 
tension of tuberculosis from a short distance and in 
the presence of disturbances of the lymphatic drain- 
age is regarded as possible. The intracanalicular (e- 
velopment of tuberculosis of the female genitalia 
from the peritoneum is secondary in importance to 
the lymphogenous and hematogenous routes of 
spread of the infection. 
The article contains five photomicrographs. 
Kraas Dierks (G). 
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Aldridge, A. H.: End-Results in the Treatment of 
Pelvic Infection. Am. J. Obst. & Gynec., 1933, 
xxvi, 705. 

Adnexal disease tends to heal spontaneously, but 
as there is no way of foretelling which cases will heal 
and which will require operation, all cases should be 
given palliative treatment before operation is 
considered. 

Of a series of 1,021 patients treated by palliative 
methods, 48 per cent were either cured completely or 
rendered free from symptoms to such a degree that 
operation was unnecessary. In 32.7 per cent the 
symptoms and palpable pathological changes per- 
sisted after the treatment. In some of the latter 
operation was necessary. Nineteen and one-tenth 
per cent of the patients treated were not re-examined 
after their discharge from the hospital. 

Operation is recommended for the chronic stage of 
salpingitis if palliative treatment has failed to relieve 
the symptoms, and for cases in which attacks causing 
disability tend to recur in spite of treatment. 

The practice of operating to cure salpingitis in the 
acute stage of the infection is condemned. ‘The 
author believes that nearly one-half of the operations 
would be unnecessary if the cases were first treated 
by palliative measures. He states that operations in 
the acute stage are responsible for an unjustifiable 
mortality and morbidity, unnecessarily destructive 
surgery, and a high percentage of unsatisfactory 
end-results. 

Operations in the chronic stage, even after recur- 
rent attacks of infection, yield end-results which 
justify the greatest conservatism in the management 
of salpingitis. Epwarp L. Cornett, M.D. 


Lamarque, P.: Temporary Sterilization by Irradia- 
tion (La stérilisation temporaire par le radiations). 
Gynéc. et obst., 1933, XXviii, 291. 


Sterilization by roentgen or radium irradiation 


has the advantage of eliminating surgical risk and 
the dangers attendant upon anesthesia and scar 


: formation. For the patient who can tolerate irradia- 
tion it constitutes a simple, harmless procedure. 


Roentgen irradiation appears to produce its effect 
directly upon the ovarian follicles. Radium seems 
to affect both the ovary and the endometrium, 
thereby producing its effect more rapidly. Tempo- 
rary sterilization by X-ray irradiation was first sug- 
gested for cases of pulmonary tuberculosis. Since 
then its scope has been extended to include, in the 
opinion of advocates of this method, any possible 
indication for sterilization. The author believes 
that temporary sterilization does not impair the 
unaffected follicles or render them unfit to produce 
normal ova for subsequent pregnancy. While the 
results of present-day irradiation methods are good, 
they are far from perfect. Irradiation dosages for 
temporary or permanent sterilization are by no 
means fixed and equal in their biological effect. In- 
dividual susceptibility to irradiation is extremely 
variable and is independent of the age of the pa- 
tient. A dosage which will produce complete 
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amenorrhoea in one patient will not affect another 
of the same age. Permanent castration is easily and 
readily obtained by the administration of a maximum 
single dose or by repeated irradiations. Temporary 
sterilization can be obtained in only from 45 to 50 
per cent of cases by a single exposure; when a second 
exposure is necessary the chances of producing per- 
manent amenorrhcea are great. Radium produces 
amenorrhcea more promptly than the X-rays, 
although the effect in small doses is more transi- 
tory; large doses produce permanent ovarian dam- 
age. Repeated small doses of radium irradiation are 
uncertain in their effects. The uncertainty of 
proper dosage for obtaining the effect desired is the 
first great disadvantage of the method. The dura- 
tion of amenorrhoea in patients sterilized tem- 
porarily has averaged ten months, although in 
some cases it has ranged from thirty to eighty-six 
months. The impossibility of predicting the dura- 
tion of the amenorrhoeic period is the second great 
disadvantage of temporary irradiation castration. 
Harotp C. Mack, M.D. 


Massabuau, G., and Guibal, A.: Conservative 
Treatment in Gynecology. (La thérapeutique 
conservatrice en gynécologie). Gynéc. et obst., 1933, 
XXVili, 330. 


The treatment of many gynecological disorders, 
whether by radical or conservative surgical meas- 
ures, depends upon the attitude and experience of 
the surgeon. Recurrences of the disorder necessi- 
tating repeated surgical interventions have prompted 
many surgeons to perform radical pelvic operations 
routinely at the cost of precipitating the annoying 
and sometimes serious symptoms of the artificial 
menopause as well as depriving the woman of her 
child-bearing capacity. In the hope of warding off 
the artificial menopause and saving the child-bear- 
ing function other surgeons have used only conserva- 
tive measures at the risk of incomplete treatment, 
repeated surgical interventions, and consequent 
economic loss. 

Opinions as to the frequency of serious climac- 
teric disturbances vary considerably. Some gyne- 
cologists regard these disturbances as negligible and 
infrequent, whereas others consider them serious 
and almost constant consequences of castration. 

The authors discuss in detail the technique of 
various operations designed to: (1) prevent the 
menopause and maintain utero-ovarian function for 
possible pregnancy, and (2) prevent symptoms of 
the artificial menopause when radical surgery is 
necessary. ‘These operations are the well-known 
procedures of unilateral and bilateral salpingectomy 
and partial and complete hysterectomy with preser- 
vation of at least a part of one ovary in situ or 
grafted into the abdominal wall, labia majora, or 
elsewhere. The technique of transplanting the 
ovary with its attached pedicle to a uterine horn or 
the uterine fundus to preserve the child-bearing 
function in cases in which the tubes and the other 
ovary have been removed is described. The authors 
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stress the danger of atrophy of the ovary from dam- 
age to its blood supply in salpingectomy, since the 
main blood supply of the ovary is derived from the 
ovarian branch of the uterine artery in the tubo- 
ovarian arcade. They therefore recommend the 
method of Villard and Labry (retrograde subserous 
salpingectomy) which aims to preserve the tubo- 
ovarian arcade. Normal ovarian function can be 
expected only when the ovary or a portion of it 
preserved in sifu or in transplant is anatomically 
and functionally normal and its blood supply is in- 
tact. The amount of ovarian tissue preserved to 
prevent menopausal symptoms need not be large; 
as little as one-tenth of the entire ovary is sufficient. 
The authors are of the opinion that preservation of 
the uterus or of even a small part of it aids in main- 
taining the integrity of the retained ovary through 
some synergistic mechanism. 

The results obtained by various surgeons with 
the various conservative operations are cited from 
the literature. In the reports of conservative opera- 
tions the average mortality rate is given as 2.2 per 
cent, which is lower than that following radical pro- 
cedures, and the operations are said to have pre- 
vented menopausal symptoms in from 74 to 95 per 
cent of the cases. However, a cure resulted in an 
average of only 75 per cent of the cases, whereas 
after radical operations the incidence of cure was 
87.7 per cent. In from 5 to 10 per cent of the cases 


operated on conservatively, subsequent surgical 
interventions were required. 
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The success of free and pedunculated grafts can- 
not be stated definitely. Some surgeons (among 
them, Cotte) claim that they are successful in 7; 
per cent of cases, while d’Allaines believes that they 
merely relieve menopausal symptoms. The dura- 
tion of vitality of a graft is usually considered to he 
very brief, although Cotte and Tuffier report cases 
of activity of eight and twelve years respectively 
As a rule, evidence of secretory activity of the 
grafted ovary cannot be expected before the second 
or third month after the implantation. 

In the choice of conservative or radical surgery 
it is necessary to take into account the age, health, 
and social, economic, and marital status of the pa 
tient as well as the type of lesion (inflammatory or 
non-inflammatory). The desires of the patient 
should be ascertained before operation, but the type 
of operation to be performed should not be decided 
upon until the pelvic organs are inspected during 
laparotomy. Non-surgical treatment (diathermy, 
hydrotherapy, vaccinotherapy) have given such 
good results in pelvic infections that surgery is not 
justified until they have been faithfully and ener- 
getically employed and have failed to relieve the 
symptoms. In some cases of sclerocystic ovaries, 
roentgen irradiation in small doses should be used 
in preference to surgery. The authors believe that 
conservative treatment, both surgical and medical, 
is supplanting radical treatment, but they caution 
against its adoption in all cases without due regard 
to the indications. Harotp C. Mack, M.D 
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PREGNANCY AND ITS COMPLICATIONS 


Kovacs, F.: Some Unusual Cases of Ectopic Preg- 
nancy (Ueber einige seltenere Faelle von ekto- 
pischer Schwangerschaft). Ztschr. f. Geburtsh. u. 
Gynaek., 1933, CVi, 100. 

Not only the number of extra-uterine pregnancies 
in general, but also the number of unusual forms of 
ectopic pregnancy has definitely increased in recent 
years. Of the 2,914 patients treated in the Univer- 
sity Gynecological Clinic of Debrecen during the last 
year, 57 (2.3 per cent) had an ectopic pregnancy. 
The author reports 4 unusual cases of ectopic preg- 
nancy which were found among the 52 cases of this 
condition (16.5 per cent of the 57) which came to 
laparotomy. 

In the first case reported by Kovacs there was an 
intraligamentous pregnancy which had gone beyond 
term and was apparently the result of a primary 
ovarian pregnancy. The fetus was dead when the 
woman came to the clinic. The Aschheim-Zondek 
reaction was negative. A chill of short duration and 
fever occurred once. Palpation of the cavity of the 
uterus following Hegar dilatation showed the uterus 
to be empty. At laparotomy, a dead intraligamen- 
tous fetus was found. The ovary was absent, but the 
fallopian tube was intact up to the extreme abdom- 
inal end. Removal of the fetal sac and of the placenta 
was strikingly easy and bloodless. This is explained 
by the fact that not only the fetus but also the 
chorionic villi had died off long before, as was evident 
from the negative Aschheim-Zondek reaction. 

From this case and a review of the literature the 
author draws the following conclusions: 

Ectopic pregnancy may be carried without diffi- 
culty even after death of the fetus. In the differen- 
tial diagnosis between overdue intra-uterine and 
extra-uterine pregnancy the hardness of the cervix, 
the absence of a discharge, and the often difficult 
palpatory evidence of the uterine body are dis- 
tinguishing features. Fluoroscopic examination is 
of value only when filling of the uterus with a con- 
trast medium is possible, and this may be dangerous 
when an intra-uterine pregnancy is present. The 
best procedure is digital palpation of the uterus. 

\n advanced ectopic pregnancy with recent death 
of the fetus should not be attacked surgically with- 
out definite indications until there is evidence that 
the placenta is also completely dead, that is, until 
the Aschheim-Zondek reaction is completely nega- 
tive. Even when the fetus is alive, operation should 
be delayed until both the fetus and the placenta are 
lead even though this may necessitate considerable 
delay of delivery. The operation will then be 
rendered easier because there will be less danger of 
hemorrhage and the possibility of a conservative 


procedure will be increased. As a result of the 
sacrifice of the fetus (the viability of which is, at 
best, very doubtful) there is preserved to most 
younger women the possibility of later normal 
pregnancies. 

In the second and third cases reported by the 
author there was a superficial ovarian pregnancy. 
Photomicrographs made in both cases show a dis- 
tinct layer of ovarian stroma between the corpus 
luteum and the site of implantation of the ovum. 
In such cases rupture occurs very early because a 
part of the embryo is covered only by the amniotic 
membrane. If at this time none of the larger vessels 
is eroded, the ovarian pregnancy escapes recogni- 
tion, a fact explaining the scarcity of reports of this 
condition in the literature. Ovarian pregnancy may 
perhaps occur when the follicle ruptures before the 
ovum is sufficiently loosened in the cumulus odphorus 
to be washed out immediately. It is possible that the 
orgasm associated with coitus is a factor. 

The fourth case reported by the author was a case 
of very early tubal pregnancy without any externally 
apparent changes in form. The patient was ad- 
mitted to the hospital for severe internal hemor 
rhage, and 1,600 c.cm. of fluid blood were found in 
the abdominal cavity. The source of the hemor- 
rhage could not be discovered. The tubes and 
ovaries were absolutely free from changes. How- 
ever, as the other abdominal organs could be elim- 
inated as sources of the bleeding, both tubes were 
extirpated for the sake of safety. On section of the 
right tube, the cause of the life threatening hamor- 
rhage was found to be the implantation of an ovum 
between fourteen to twenty days old, which had not 
yet produced changes in the tube. 

H. SrepentopF (G). 


Essen-MoOller, E.: Experience and Viewpoints With 
Regard to the Management of Placenta Previa 
(Erfahrungen und Gesichtspunkte zur Praeviabe- 
handlung). Acta obst. et gynec. Scand., 1933, xiii, 
195. 

Essen-Moller reviews his results in 245 cases of 
placenta previa and his theories regarding this con- 
dition which are based on an experience of thirty- 
five years. Of the cases reviewed, only 18 per cent 
were those of primipare (who constitute 46.6 per 
cent of the author’s obstetrical patients), a fact 
showing the increase in the incidence of placenta 
previa in multipare. The cases are divided into 2 
groups: (1) 158 cases of lateral placenta prievia, the 
diagnosis made when both placenta and membranes 
can be palpated through the partially dilated cervix, 
and (2) 87 cases of total placenta previa, the diag- 
nosis made when only placental tissue can be pal- 
pated. The author rejects the differential terms 
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“marginalis’” and “centralis” as he regards them 
as unnecessary from the clinical standpoint. 

The treatment of placenta previa may be obstet- 
rical or surgical. In obstetrical treatment the 
attempt is made to control the bleeding by com- 
pressing the placenta against the uterine wall until 
dilatation of the cervix will permit vaginal delivery. 
In the surgical treatment the labor is terminated 
immediately without local measures to control the 
bleeding. Obstetrical treatment includes such 
measures as vaginal tamponade, artificial rupture of 
the bag of waters, Braxton-Hicks version, and 
metreurysis. Surgical treatment includes abdominal 
and vaginal cesarean section. 

During his thirty-five years of practice the author 
has gradually modified his views regarding the treat- 
ment of placenta previa. During the first half of 
this period he employed Braxton-Hicks version 5 
times more often than he performed cesarean sec- 
tion, whereas during the last ten years he performed 
cesarean section 3 times more often than he used 
Braxton-Hicks version. The frequency of vaginal 
delivery following spontaneous or artificial rupture 
of the membranes in cases of lateral placenta 
praevia remained constant throughout both periods. 

Of the 245 cases reviewed, delivery was effected 
by way of the vagina after artificial or spontaneous 
rupture of the membranes in 96 (39.3 per cent) with 
only 1 death, a mortality of 1.04 per cent. The death 
was due to acute anemia. In 72 cases in which 
podalic version was done there were 5 deaths, and 
in 6 cases of breech presentation in which a foot was 
pulled down through the cervix to control the bleed- 
ing there was 1 death, the total mortality in these 78 
cases being therefore 7.6 per cent. Abdominal 
cesarean section performed in 33 cases resulted in 1 
death, a mortality of 3.3 per cent, and vaginal 
cesarean section performed in 33 cases resulted in 
3 deaths, a mortality of 9 per cent. The total mor- 
tality for both types of casarean section was 6.06 
per cent. 

The fetal mortality in cases of vaginal delivery 
after spontaneous or artificial rupture of the mem- 
branes was 29.2 per cent; in those in which Braxton- 
Hicks version was done, 64.6 per cent; and in those 
in which cesarean section was performed, 17.9 per 
cent. If the deaths of non-viable infants born pre- 
maturely and weighing less than 2,000 gm. and the 
intra-uterine deaths occurring before the patients’ 
admission to the hospital are not included, the in- 
fant mortality was 9.7 per cent in the cases of vaginal 
delivery following spontaneous or artificial rupture 
of the membranes, 55.8 per cent in those of Braxton- 
Hicks version, and 3.5 per cent in those in which 
caesarean section was done. 

Following a discussion of the various methods of 
treating placenta previa, the author reviews his 
current practice. He has entirely abandoned the 
use of vaginal tamponade as he considers it not only 
ineffective for the control of hemorrhage but also 
dangerous through the introduction of infection. 
He has never employed the metreurynter as he does 
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not consider it superior to Braxton-Hicks version. 
He states that in cases of lateral placenta previa, 
with palpable membranes artificial rupture of the 
membranes usually proves adequate. In cases of 
total placenta previa Braxton-Hicks version offers a 
less favorable prognosis for both mother and child 
than cesarean section. However, it is still indicated 
in cases of fetal death and cases in which delivery 
must be accomplished in the home. Abdominal 
cesarean section offers the best prognosis for both 
the mother and the child in properly selected cases, 
but the author strongly condemns its use in all cases. 
Vaginal cesarean section should be done only in 
extremely urgent cases, in which it offers the most 
rapid means of delivery, and in cases in which infe: 
tion contra-indicates the abdominal operation. © 

The author emphasizes that no single method of 
treatment is applicable to all cases. The proper 
treatment in a specific case can be determined 
only after all circumstances, including the degree of 
anemia, the state of the cervix, and the condition 
of the fetus, have been carefully considered. !n 
every case in which placenta previa is suspected the 
woman should be hospitalized. 

Harowp C. Mack, M.D 


Paucot, H., and Reeb, M.: The Surgical Treatment 
of Hzeemorrhages from Low Implantation of the 
Placenta (Le traitement chirurgical des hémor- 
rhagies par insertion du placenta sur le segment 
inférieur). Gynéc. et obst., 1933, XXviil, 97. 

The authors describe 4 anatomical varieties of 
low implantation of the placenta: 

1. Secondary placenta previa, in which the major 
portion of the placenta is normally placed, but sev- 
eral cotyledons encroach upon the lower uterine 
segment. This is the most common variety. 

2. Primary or isthmic placenta previa, most al- 
ways central, in which the entire placenta occupies 
the uterine isthmus. 

3. Isthmicocervical placenta previa, in which 
placentation at the isthmus encroaches upon the cer- 
vical canal, extending sometimes to the external vs. 

4. Placenta previa reflexa, due to persistence of 
the villi of the chorion frondosum at the lower fetal 
pole. 

Because of these topographical varieties of pla 
cental implantation, the varied pathological tissue 
changes which they produce, and the diversity of 
their clinical features (such as the degree of scc- 
ondary anemia, the permeability and length of the 
cervix, the presence of infection, and the viability 
of the fetus), no single obstetrical or surgical pro- 
cedure is applicable to all cases. The treatment 
must be adapted to the individual case. Complete 
eclecticism is possible only when the patient is 
hospitalized on a fully-equipped obstetrical service 
Two general types of treatment are possible: 

1. Obstetrical treatment, which includes art’! 
cial rupture of the membranes, the insertion o! a 
dilatable bag, Braxton-Hicks version, accouchement 
forcé, and the procedure of Delmas. 
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2, Surgical treatment, which includes the classi- 
cal, low, and Porro cesarean sections and vaginal 
hysterotomy. 

Of the obstetricians cited by the authors, 78.07 
per cent employ obstetrical methods most fre- 
quently. In 1,724 cases treated by these methods 
the maternal mortality was 7.82 per cent; the ma- 
ternal morbidity, 34.06 per cent; and the fetal 
mortality 51 per cent. The mortality of the in- 
dividual obstetrical methods was as follows: rup- 
ture of the membranes followed by spontaneous 
delivery, 2.40 per cent; intra-uterine insertion of a 
bag, 8.47 per cent; Braxton-Hicks version, 13.72 
per cent; version and extraction or forceps delivery 
alter advanced dilatation of the cervix, 13.57 per 
cent; and Delmas’ procedure, 10.86 per cent. After 
rupture of the membranes the maternal morbidity 
was only ro per cent as compared with approxi- 
mately 30 per cent after other methods. 

The fetal mortality after the individual obstetri- 
cal methods was as follows: rupture of the mem- 
branes followed by spontaneous delivery, 34.5 per 
cent; intra-uterine insertion of a bag, 62.72 per cent; 
Braxton-Hicks version, 83.6 per cent; version and 
extraction or forceps delivery, 61.75 per cent; and 
Delmas’ procedure, 51.11 per cent. 

Surgical methods employed in 477 cases by vari- 
ous obstetricians had a maternal mortality of 9.01 
per cent, a maternal morbidity of 50.74 per cent, 
and a fetal mortality of 22.42 per cent. The mor- 
tality of individual surgical methods was as follows: 
low cervical cesarean section, 4.33 per cent; classi- 
cal caesarean section, 12.65 per cent; Porro cesarean 
section or hysterectomy, 20.31 per cent; and vaginal 
hysterotomy, 15.38 per cent. 

The fetal mortality following the various surgical 
procedures was: vaginal hysterotomy, 39.13 per 
cent; classical cesarean section, 16.26 per cent; low 
cesarean section, 11.11 per cent; Porro cesarean 
section, 71.42 per cent; and hysterectomy, 25 per 
cent. 

These statistics show that surgical methods as a 
whole offer a better prognosis to the child at the 
expense of a slightly greater maternal mortality and 
morbidity. 

In the less serious cases, artificial rupture of the 
membranes had a maternal mortality of 2.4 per 
cent, whereas in the serious cases the maternal 
mortality following this treatment was 8.13 per cent 
and the fetal mortality 83 per cent. The authors 
believe that more frequent use of low cesarean sec- 
tion in serious cases would greatly reduce the mor- 
bidity and mortality as this procedure is the most 
effective and direct method of controlling hamor- 
thage. It is indicated when: (1) severe hemorrhage 
necessitates immediate intervention; (2) delivery 
by the vaginal route is rendered dangerous or im- 
possible, by inherent abnormalities of the cervix, 
severe dystocia, or central implantation of the pla- 
centa; (3) obstetrical methods have failed; (4) a 
living child is greatly desired; and (5) infection is 
present. When uterine infection is severe the Porro 
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cesarean section or hysterectomy may be neces- 
sary. 

When the blood pressure is normal, spinal anws 
thesia is the anesthesia of choice because of its 
hemostatic effect in maintaining uterine contrac- 
tion. In cases of hypotension, ether anaesthesia is 
to be preferred. Pre-operative and postoperative 
blood transfusion is of importance in the combating 
of surgical shock and severe secondary anemia. 

Harotp C, Mack, M.D. 


Avella, P.: Causes of the Intra-Uterine Death of 
One Fetus in Twin Pregnancy (Causes de la 
mort d’un des foetus, in-utero, dans la grossesse 
gemellaire). Gynécologie, 1933, Xxxii, 473. 

The author reports twelve cases of intra-uterine 
death of one fetus in a twin pregnancy which was 
followed by continued normal development of the 
other fetus. These cases were observed at the 
Tarnier Clinic since 1926. 

In the pathogenesis of the condition two groups 
of causes are involved: (1) general, (2) local. Among 
the former, the author lists syphilis, gestational 
toxemias, and placental infarcts. The local etio- 
logical factors include unfavorable nidation of one 
ovum, low implantation of one placenta, vela- 
mentous insertion of the umbilical cord, polyhy- 
dramnios favoring torsion of the umbilical cord, 
fetal malformations, and local syphilitic changes in 
the cord and placenta. Single-ovum twins are as 
often affected by these factors as double-ovum 
twins, in spite of the fact that double-ovum twins 
are four times more common. The author therefore 
believes that a single-ovum twin pregnancy favors 
intra-uterine death of one fetus. 

The clinical signs of the intra-uterine death of one 
fetus of a twin pregnancy are variable, depending 
upon the stage of pregnancy at which the death 
occurs. Fetal death during the early weeks is usu- 
ally not recognized, the diagnosis being made most 
frequently at delivery by the discovery of a fetus 
compressus on the membranes. When death occurs 
in the fourth month it may be suspected when a 
change in the rate of development of the uterus is 
noted. The uterus which at this time is usually of a 
size definitely greater than that indicated by the 
menstrual history, ceases its development at this 
rate and remains stationary or enlarges at the same 
rate as in a single pregnancy. However, an exact 
diagnosis is impossible until a fetus compressus is 
discovered at delivery. After the fifth month the 
signs of fetal death are more pronounced: diminu- 
tion of fetal movements, a change in the rate of 
development of the uterus, roentgenological evidence 
of fetal death (overlapping of the skull bones), and 
palpable crepitation of one fetal skull. Intra-uterine 
death of the fetus in single pregnancies is usually 
followed by the onset of lactation. In the death of 
one fetus in a twin pregnancy lactation is inhibited 
by the living fetus or placenta. Absence of one set 
of fetal heart tones after two sets have been heard, 
absence of one placental souffle, and diminution of 
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the intensity of active fetal movements are other 
presumptive signs of the death of one of two fe- 
tuses. The most dependable evidence is the roentgen 
evidence. 

The treatment as regards delivery should be ex- 
pectant. When syphilis has been established as the 
cause, anti-syphilitic treatment may improve the 
prognosis for the living fetus and for future preg- 
nancies. To determine the cause of death a detailed 
examination of the umbilical cord, placenta, and 
dead fetus is essential. Harovp C. Mack, M.D. 


Goodall, J. R.: Nephritis and Pregnancy. Am. J. 


Obst. & Gynec., 1933, Xxvi, 556. 


The author states that the damage due to the 
toxicity of a pregnancy will depend on the intensity 
and duration of the condition on the one hand and 
the stability, sensitivity, and reserve of the renal, 
hepatic, vascular, cerebral, and glandular systems 
on the other. 

The chief changes in the maternal organism in 
pregnancy must be looked upon as of endocrine 
origin. 

The normal posterior pituitary lobe with a normal 
reserve responds normally to the stimulus of preg- 
nancy, but when the stability of this lobe is not 
normal and its reserve is low, the demands of preg- 
nancy are not met and the consequences are a 
hypopituitary state with a low blood pressure, low 
uterine contractility, and low muscle-nerve irritabil- 
ity. Unstable glands in a state of hyperfunction 
and with a normal reserve before pregnancy may 
respond to the stimulus of pregnancy too vigorously 
with the consequent production of antidiuresis, a 
high blood pressure, albuminuria, nephropathies, 
liver necrosis, and the symptoms accompanying 
these states. 

It has been definitely demonstrated that the 
pressor substance and the antidiuretic substance of 
the posterior lobe of the pituitary gland act inde- 
pendently. When the pressor substance is dominant 
the blood pressure is high, the specific gravity of the 
urine is low, capillary contraction and internal 
changes in the capillaries occur, and there is cardio- 
vasculorenal dysfunction which, if prolonged and 
severe, leads to permanent irreparable organic dis- 
ease. When the antidiuretic substance is dominant, 
the urine is scanty and filled with albumin and 
casts, and oedema and vascular changes occur with 
the development, first, of dysfunction, and later of 
necrosis, of the liver, eclampsia, and coma. 

Treatment to arrest the superproduction of a 
compound gland substance such as that of the 
pituitary gland is useless. Early functional derange- 
ments is of extreme importance. The patient should 
be relieved of worry, physical effort should be re- 
duced to the minimum; elimination should be pro- 
moted by every means possible to free the body of 
the poisonous products of vitiated function; nervous 
excitability should be controlled by sedatives; in 
cases of impending or active eclampsia, the blood 
pressure should be reduced by venesection; and the 


cause of the overstimulation of the glands of internal 
secretion, which is presumably the placenta, should 
be removed as soon as is consistent with the pa 
tient’s best interests. The metabolism should be 
reduced at first to a rate as low as possible consistent 
with the maintenance of life and, after improve 
ment has begun, should be kept as low as is con 
sistent with maintenance of the body weight. These 
requirements are best met by hospitalization with as 
complete seclusion as possible and, in severe cases, 
a starvation and water-free diet for three days fo! 
lowed by a diet free from carbohydrates and chlo- 
rides. The bowels should be activated by colonic 
lavage. Sedatives such as morphine, chloral, sodium 
amytal, nembutal, and veronal should be used fre- 
quently, but with discrimination, to promote mental 
and body rest and allay nervous overexcitation. 
Epwarp L. CorNnELL, M.D 


Lazard, E. M.: An Analysis of 575 Cases of Eclamp- 
tic and Pre-Eclamptic Toxzmias Treated by 
Intravenous Injections of Magnesium Sul- 
phate. Am. J. Obst. & Gynec., 1933, xxvi, 647. 


This report is based on 371 cases of pre-eclampsia, 
in 21 (5.6 per cent) of which convulsions developed, 
and 225 cases of convulsive toxemia. 

The cases of pre-eclampsia fall into 2 groups: 
(1) those in which the patient was in labor when 
admitted to the hospital, the systolic blood pressure 
was 150 or over, albuminuria was usually found, 
and injections of magnesium sulphate were given as 
a prophylactic measure, and (2) those in which the 
patient was admitted to the hospital in the last two 
weeks of pregnancy in a frankly toxic condition and 
the intravenous injection of magnesium sulphate 
was the main feature of the treatment. 

For many years the author has treated eclampsia 
conservatively. However, in the presence of active 
labor and cephalopelvic disproportion or some other 
urgent obstetrical indication such as abruptio pla- 
centx, he has performed cesarean section notwith- 
standing the operative risk. In the cases of women 
with pre-eclampsia and those with eclampsia who 
have recovered from the convulsive attack but are 
not responding to treatment satisfactorily caesarean 
section is at times indicated as an aid to the treat 
ment of the toxemia. 

The indications for the abdominal sections in the 
author’s cases were: abruptio placenta, 4 cases; a 
previous section for toxemia, 1 case; mechanical 
dystocia, 2 cases; and persistent toxemia, 8 cases. 
In 1 of the cases of persistent toxemia the convul- 
sions recurred two days after they were controlled. 
In only 3 cases was the operation performed during 
the eclamptic attack. In 2 of these the indication 
was cephalopelvic dystocia and in 1 case continu 
ation of the toxemia with recurrent convulsions. 
In the other cases the operation was done from 
thirteen hours to thirteen days after control of the 
eclampsia. 

There were 3 deaths in the cases in which cesarean 
section was done. The first was that of a woman 
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with abruptio placentae who was operated upon 
under spinal anesthesia forty-eight hours after con- 
trol of the convulsions. The second was that of a 
woman with chronic nephritis who was operated 
upon sixty hours after the eclamptic convulsions 
were controlled, while she was comatose. The coma 
continued until death from uremia five days after 
the operation. The third death was that of a 
woman who died twenty-eight hours after operation 
and at autopsy was found to have had subpial 
hemorrhages. 

[he routine used by the author at the present 
time is described in detail. 

Because of the variety of the factors which may 
produce the eclamptic syndrome, Lazard believes 
that it will be impossible to obtain a specific cure for 
eclampsia. 

The objectives of treatment in cases of pre- 
eclampsia should be: (1) to overcome the effects of 
the toxemia by sedation and elimination; (2) to 
relieve the demands made on the embarrassed 
emunctories by proper regulation of the diet, espe- 
cially with regard to balancing of the fluid intake 
with the output; and (3) to terminate the pregnancy 
as conservatively as possible, before the onset of 
convulsions, when the patient does not respond 
properly to treatment. 

The chief objectives of treatment in eclampsia 
should be to control the convulsions and protect 
the patient against accidents during the convulsions 
and coma. Surgical termination of the pregnancy 
during the eclamptic attack is justified only in the 
cases of patients in labor who present an urgent 
obstetrical indication. 

In the entire series of cases reviewed, including 
both those of pre-eclampsia and those of eclampsia, 
the gross mortality was 5.9 per cent. In the cases of 
active eclampsia the gross mortality was 13.33 per 
cent and the corrected mortality 9.5 per cent. 

Epwarp L. CorneE Lt, M. D. 


Nielsen, M.: Radium Treatment of Cancer of the 
Cervix During Pregnancy. Acla obst. et gynec. 
Scand., 1933, Xiii, 235. 

Since cancer of the cervix occurs chiefly in women 
over forty years of age, it is a rare complication of 
pregnancy. Its average incidence in pregnancy as 
determined from various estimates is 0.005 per cent. 
While in most instances the lesion diagnosed during 
pregnancy is already hopelessly inoperable, there is 
no evidence that pregnancy hastens the growth of 
the primary neoplasm. However, the author is of 
the opinion that the increased vascularity of the 
pelvic organs and the increased tissue succulence 
during pregnancy favor more rapid dissemination 
through the lymphatics even though the growth of 
the local lesion is not obviously accelerated. Since 
contact bleeding (during coitus) is usually the first 
clinical sign of cervical carcinoma, this sign is usu- 
ally not elicited during the latter half of pregnancy. 
Hence the disease is usually far advanced when the 
diagnosis is made. 


239 


Nielsen reports three cases of cervical carcinoma 
treated with radium during pregnancy and reviews 
forty-one cases collected from the literature. In 
twelve cases abortion occurred early in pregnancy 
after radium irradiation. Of thirty-two children born 
at or near term, only three were mentally defective 
as the result, presumably, of the irradiation. The 
prognosis for the child is therefore relatively good, 
much better than that reported following post 
conceptional X-ray irradiation. Accordingly, the 
author believes that interruption of the pregnancy 
is not warranted from the standpoint of the child. 

The prognosis for the mother is extremely poor. 
Of the women whose cases are reviewed, only eight 
were alive three years after the beginning of treat- 
ment. In thirty-two cases in which labor occurred 
at term or early abortion occurred spontaneously 
there were five deaths from hemorrhage at the time 
of delivery and two deaths from infection. Casa- 
rean section was performed five times with one death 
due to eclampsia. In one of four cases in which 
supravaginal hysterectomy was performed after 
cesarean section the patient died after the operation. 
Cesarean section followed by total hysterectomy 
was fatal in all four cases in which it was attempted. 
The intracervical application of radium is con- 
demned on account of the danger to the fetus (abor- 
tion, radium burns). Because of the danger of ham- 
orrhage during labor, cwsarean section is the pre- 
ferred method of delivery. If possible, it should be 
supplemented by supracervical hysterectomy. The 
radical Wertheim operation is too dangerous during 
pregnancy when resistance to shock and infection 
is low. Whether or not the cwsarean section is to be 
supplemented by hysterectomy depends upon the 
bacterial flora of the vagina, which in turn depends 
to some extent upon the result of the radium treat- 
ment and the time of this treatment in relation to 
parturition. When radium treatment has been in- 
stituted relatively early in pregnancy and when the 
Ruge virulence test shows the vagina to be free 
from virulent bacteria, the classical casarean sec- 
tion alone is adequate. When virulent bacteria are 
present in the vagina, supravaginal hysterectomy 
with careful cauterization of the cervical stump and 
canal is the preferred method of treatment. The 
operation should be supplemented by intensive 
radium or X-ray irradiation. 

Haroip C. Mack, M.D 


Puntel, A. A.: The Treatment of Abortion (Sobre el 
tratamiento del aborto). Semana méd., 1933, x!, 870. 


In the treatment of threatened abortion all condi- 
tions which favor contraction of the uterus must be 
avoided. Absolute rest in bed is of the most impor- 
tance. Additional rest as well as control of pain may 
be obtained by retention enemas of laudenum. 
Hemorrhage may be controlled by the use of a 
mixture of the fluid extracts of hammamelis, hy- 
drastis, and vibernum. Local treatment is useless. 

In inevitable abortion, conservative treatment is 
of no value. The uterus should be emptied by the 
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method most nearly approximating natural and 
spontaneous expulsion. The ecbolic drugs employed 
are quinine sulphate, which is given by mouth, and 
pituitrin, which is given intramuscularly. When the 
cervix is only partially effaced and incompletely 
dilated and more or less severe bleeding occurs, a 
vaginal pack may be necessary. This should be 
introduced with great care for asepsis. A large roll 
of iodoform gauze may be used. The pack should 
always be removed after twenty-four hours. 

In cases of complete abortion, expectant treat- 
ment is employed. Complete abortion is indicated 
by a closed cervix, a reduction of the size and an in- 
crease in the firmness of the uterus, and reduction 
of the bloody discharge. In some cases the bloody 
discharge may be controlled with ergot. 

In cases of incomplete abortion without infection 
there is the double danger of sudden severe hemor- 
rhage and future infection. The cervical canal 
should be dilated under anesthesia if dilatation has 
not already occurred and any remaining remnants 
of the products of conception removed with a dull 
spoon curette. Evacuation of the uterus is usually 
equally urgent in febrile or infected cases. Lavage 
of the uterine cavity should be done first and fol- 
lowed by curettage with a dull curette. The results 
obtained by this method in 3,000 cases treated dur- 
ing the past ten years have been better than those 
obtained by the conservative treatment formerly 
used. 

Of 2,360 cases of incomplete abortion without in- 
fection which were treated in the clinic of Cirio, 
immediate curettage was done in 2,110. The average 
stay in the hospital in these cases was one week. Of 
324 cases of infected incomplete abortion, curettage 
was done in 255 with no fatalities and an average 
stay in the hospital of nine days. Of 43 cases of 
complicated septic abortions with adnexal or para- 
metrial lesions, immediate curettage was done in 18 
with no ill effects. Further interference in such cases 
is delayed until the temperature becomes normal. 

WILtiAM R. MEEKER, M.D. 


Vogt-M@Oller, P.: Treatment of Sterility and Habit- 
ual Abortion with Wheat Germ and Wheat- 
Germ Oil (Vitamin E). Acta obst. et gynec. Scand., 
1933, Xili, 219. 

The author reports the results obtained in the 
treatment of twenty cases of habitual abortion and 
five cases of idiopathic sterility with wheat-germ oil 
(fertilitan) and wheat germ. He defines wheat germ 
as an aggregation of cells (constituting about 112 
per cent of the weight of the whole grain) from which 
new germ grows. It is a by-product of the grinding 
of wheat. The commercial preparations are not 
made of sprouting wheat germs as is often stated. 
Wheat germ is a tasty and excellent source of Vita- 
mins B, and E, and a good source of Vitamin Be. It 
contains also some Vitamin A and considerable 
amounts of the minerals of the wheat grain. 

Lasting favorable results obtained in the treat- 
ment of sterility in cows with wheat-germ oil 
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prompted the author to apply this remedy to cases 
of human sterility. Two cases in which apparently 
successful results were obtained were reported in 
1931. Since then the treatment has been employed 
by a number of investigators under the author's 
supervision. The patients to whom it was given 
were considered free from organic causes of sterility 
although transuterine insufflation, hysterosalpingog- 
raphy, and the Huehner test were not employed to 
rule out such causes. In seventeen of the twenty 
cases of habitual abortion living children were born 
after the administration of wheat-germ oil and 
wheat germ. Five women with primary sterility 
gave birth to two living children after the treatment. 
The manner in which the treatment acts is not 
clearly understood. As far as could be ascertained, 
the patients whose cases are reviewed had been re- 
ceiving diets containing adequate amounts of Vita- 
min E, but the author points out that it is quite 
difficult to estimate the Vitamin E content of the 
ordinary diet. He suggests the possibility that some 
women may require more than the ordinary amount 
of Vitamin E, and that hypovitamin states during 
pregnancy, caused by the increase in the maternal 
metabolism and the vitamin requirements of the 
fetus, may be responsible for many gestational (is- 
turbances such as thyroid enlargement, dental 
caries, anemia, and neuritis. The administration of 
wheat-germ oil is entirely harmless. Most patients 
treated with fertilitan have experienced definite im- 
provement in health. Harotp C. Mack, M.D. 


LABOR AND ITS COMPLICATIONS 


Beruti, J. A., Leén, J., and Diradourian, J.: Effects 
of Early Artificial Rupture of the Membranes 
and of Antispasmodic Medication on Func- 
tional Anomalies of the Dilating Period (Efectos 
de la rotura artificial precoz de la bolsa de las aguas 
y de la medicaci6n antiespasmédica en las anormilias 
funcionales del periodo dilatante). Semana méd., 
1933, Xl, 361. 


This article is based on sixty-six cases of patho- 
logical labor due to a dynamic insufficiency or a 
spasmodic state. The cases were classified into those 
of primipare and those of multipare and again sub- 
divided according to the relation between the pre- 
senting part and the pelvis and the degree of dilata- 
tion of the cervix. This was done to determine the 
indications and contra-indications for the procedures 
studied. 

After the membranes were ruptured artificially 
the time required for complete dilatation of the 
cervix was noted. Records were kept also of the 
strength, frequency, and rhythm of the uterine con- 
tractions before and after artificial rupture of the 
membranes, and in some cases hysterodynamo- 
graphs were made. 

The antispasmodics used were spasmalgine (a 
preparation containing pantopon, papaverin, and 
atrinal), kalmosan (a preparation containing papav- 
erin and atropin sulphate), and suppositories ol 
belladonna and scopolamine. Spasmalgine was used 
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most often. The amount administered varied from 

» to 3 ¢c.cm. 

(he authors draw the following conclusions: 

1. In cases ‘of primary or secondary dynamic in- 
sulliciency during the dilating period, especially in 
its second phase, artificial rupture of the membranes 
generally intensifies the uterine contractions. 

2. The combination of small doses of pituitrin 
with an antispasmodic drug is especially efficacious 
in cases of hypodynamia. 

3. In spasmodic states during the dilating period 
artificial rupture of the membranes is indicated 
when persistence of the membranes is responsible for 
the dynamic insufficiency and prolongation of labor 
(close adherence of the lower pole of the membranes 
and the uterus which cannot be separated by the 
fingers, and inelastic membranes which keep the 
head floating). 

1. When the cause of the functional disturbance 
cannot be found, antispasmodics should be used. 

5. When antispasmodics regulate the contractions 
but the external os remains unchanged, rupture of 
the membranes is indicated and should be supple- 
mented by the administration of antispasmodics and, 
if necessary, small doses of pituitary extract. 

6. Under these circumstances treatment brings 
about complete dilatation quickly, shortens the 
expulsive period, and frequently renders operative 
measures unnecessary. 

7. The best results are obtained in cases with 
dilatation of more than 4 cm., and especially in those 
in which the head remains high in the absence of 
disproportion. 

8. Failure usually indicates the presence of an 
important anatomical lesion of the cervix requiring 
surgical intervention. 

9. The administration of large doses of antispas- 
modics predisposes to haemorrhage after expulsion 
of the placenta. 

10. Rupture of the membranes with incomplete 
dilatation does not seem to affect the puerperium. 

11. Artificial rupture of the membranes fre- 
quently regulates the rhythm of the uterine con- 
tractions when the administration of antispasmodics 
has no effect upon it. 

12. In some cases the cervix dilates rapidly under 
treatment in spite of the absence of a change in the 
uterine contractions. 

13. While the membranes constitute an obstacle 
to dilatation of the cervix, early artificial rupture of 
the membranes with or without the administration 
of antispasmodics should not be done in cases in 
which the disturbance is due to other causes. 

W. H. Martinez, M.D. 


PUERPERIUM AND ITS COMPLICATIONS 


Smith, J.: A Further Investigation into the Source 
of Infection in Puerperal Fever. J. Obst. & 
Gynec. Brit. Emp., 1933, xl, 991. 

Further studies of the source of infection in 
puerperal fever have confirmed the author’s earlier 
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findings which indicated that the majority of cases 
of severe puerperal sepsis are due to infection by the 
hemolytic streptococcus. ‘The greater percentage of 
the deaths resulting from infection are also caused 
by this organism. Various other organisms play a 
minor part in the causation of the condition. All 
work on the bacteriology of the genital canal demon- 
strates that haemolytic streptococci are rarely found 
in this canal under normal conditions, and that the 
most common sources of these organisms in the nor- 
mal human body are the upper respiratory pas- 
sages, particularly the tonsillar region. ‘Taylor and 
Wright have shown that about 27 out of every 1,000 
women harbor hemolytic streptococci in the genital 
region at the onset of labor, but that the majority 
of such carriers have a normal puerperium. The 
author cites also a number of other investigators 
whose work emphasizes the importance of extrinsic 
sources of infection in puerperal fever. 

Smith studied the infections due to the strepto- 
coccus pyogenes hemolyticus and the bacillus coli. 
In the streptococcal infections the uterine secretions, 
blood, feces, urine, throat and nose swabs of the 
patient, and nose swabs from the immediate con- 
tacts were cultured. In the bacillus coli infections 
specimens were obtained only from the patients. 
Complete bacteriological and serological investiga- 
tions were carried out for diagnosis and for correla- 
tion of the various strains from the different sources. 

In the cases of infection due to the hemolytic 
streptococcus, 78 per cent of the women were pre- 
sumably infected from an extrinsic source and 9 (22 
per cent) infected from an intrinsic source. The 
extrinsic source was the throat or nose of the doctor, 
student nurse, or attendants (midwife, neighbor) in 
direct contact with the patient. ‘The intrinsic source 
was the nose or throat of the patient. In all except 1 
of the infections due to the colon bacillus the source 
was the urine or faces or both. In 1 case, a case of 
septic abortion, a strain similar to the uterine strain 
could not be found in either the urine or the faces. 

The author concludes that the bacteria were in- 
troduced by hands or by instruments sprayed or 
otherwise infected by carriers. The manner in 
which the streptococci become implanted in the 
genital canal is not clear. No definite proof has yet 
been offered that gross infection is conveyed from 
the mouth or nose by hand rather than by the spray 
of droplets. 

The author cites records of small outbreaks of 
streptococcal puerperal fever traceable to persons 
who were carriers. A. F. Lasu, M.D. 


Kehrer, E.: Venous Ligation in Puerperal Pyzemia 
(Zur Venenunterbindung bei puerperaler Pyaemie). 
Muenchen. med. Wehnschr., 1933, ii, 1070. 


In a discussion of puerperal pyemia, emphasis 
should be placed chiefly on the importance of pro- 


phylaxis. When the condition is established, the 
surgeon must decide whether to remove the entire 
focus of infection, open an abscess, or block off a 
disease process localized in the pelvic organs from 
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living connection with the body by operative venous 
ligation. A defect in the extraperitoneal procedure 
is the insufficient view obtained of the disease focus. 
With the transperitoneal procedure there is the risk 
of suppurative peritonitis, ileus, duodenomesenteric 
occlusion, postoperative paralysis of the stomach, 
and hemorrhage as well as the disadvantage of a 
deficient tendency toward healing of the laparotomy 
wound due to insufficient vitality of the tissues, 
which is a more serious disadvantage than in the 
case of an extraperitoneal wound. 

The author therefore recommends combining the 
intraperitoneal—not transperitoneal—procedure 
with the unilateral extraperitoneal procedure, clos- 
ing the abdomen after inspecting it, accurately 
localizing the disease focus, and then attacking the 
infectious focus in the vein by the extraperitoneal 
route. The venous ligation must be carried out as 


far from the thrombosed area as possible. The indi- 
cation is clearly given when, in the course of an ill- 
ness lasting several days, with steep rises of the 
temperature curve and corresponding remissions, a 
number of chills occurring at the peaks of the fever, 
a rapid pulse of poor quality, progressive loss of 
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appetite and strength, and deterioration of the 
blood picture, the patient suddenly gets worse after 
having shown improvement for a day or two. When 
several chills occur with a serious disease picture, 
the operation is indicated because of the danger of 
metastases. Too long delay of ligation of the vein 
has brought the operation into discredit. It has 
been established that by the ligation the infected 
vein is isolated and that life can be saved if the oper 
ation is not performed too late. Complications oc 
curring in a future pregnancy and delivery are not to 
be feared. 

The author recommends as the method of choice, 
on the one hand, primary bilateral extraperitoneal 
ligation of the vein, and on the other hand, a careful 
primary exploratory laparotomy to determine the 
changes in the pelvic organs and their venous area 
and to search for thrombosed vessels. On the side 
on which laparotomy reveals the thrombophlebitis 
extraperitoneal venous ligation must be done im 
mediately. So long as the thrombosis is localized to 
the efferent vessels of the pelvis, an increase in the 
incidence of cure of puerperal pyemia may be ex 
pected from operation. DERICHSWEILER (G 
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ADRENAL, KIDNEY, AND URETER 


Gutierrez, R.: The Surgical Aspects of Renal 
Agenesis, with Special Reference to Hypoplas- 
tic Kidney, Renal Aplasia, and Congenital 
Absence of One Kidney. Arch. Surg., 1933, xxvii, 
686. 


The author calls attention to the necessity for a 
complete urological examination for the recognition 
and differentiation of hypoplastic kidney, renal 
aplasia, and congenital absence of one kidney. 
These malformations are explained by an arrest of 
embryonic development. The author gives descrip- 
tive classifications of the conditions, including the 
anatomical, physiological, and clinical findings, 
and presents illustrative case reports. He empha- 
sizes the ease with which hypoplasia and aplasia 
may be confused with secondary renal atrophy due 
to disease. 

The solitary kidney may be found in the normal 
position or may be ectopic or cross ectopic. Cases 
of this condition are characterized by a single ure- 
teral opening into the bladder. 

The author believes that the treatment of hypo- 
plastic kidney and renal aplasia should be surgical, 
and that of congenital absence of one kidney 
symptomatic. Donatp K. Htsss, M.D. 


Higgins, C. C., and Hicken, N. F.: Spontaneous 
Renal and Ureteral Fistula. Arch. Surg., 1933, 
Xxvii, 817. 


The authors report a study of three types of 


spontaneous renal fistula—nephrocolic, nephro- 
perirenal, and renochylous—and one case each of 
spontaneous ureterovesicoperitoneal and_ uretero- 
periureteral fistula. 

Spontaneous renal and ureteral fistulz are usually 
the result of advanced kidney disease such as tu- 
berculosis, nephrolithiasis, pyonephrosis, hydrone- 
phrosis, or neoplastic disease, but occasionally arise 
from a perinephritic abscess secondary to caries 
of the vertebra, perityphlitic abscess, pelvic disease, 
or peripheral infections such as boils. 

The diagnosis is made from the clinical symptoms 
and cystoscopic and roentgenographic findings. 

The most important consideration in the treat- 
ment of spontaneous urinary fistule is prophylaxis, 
prevention of the advance of kidney disease to the 
stage of fistula formation by early corrective meas- 
ures. The closure of a renal fistula usually requires 
nephrectomy as the kidney is so generally diseased 
that practically no functioning tissue remains. In the 
cases of patients who are grave surgical risks con- 
servative measures are indicated. Primary drainage 
of a perinephritic abscess usually results in sufficient 
improvement to permit nephrectomy later. The use 
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of indwelling ureteral catheters may facilitate the 
closure of a ureteral fistula, but as a rule the kidney 
is harboring infection which has destroyed the 
parenchyma to such an extent that its conservation 
is useless. Louis NeuwE tt, M.D. 


Lee Brown, R. K., and Earlam, M.S. S.: The Rela- 
tion of Prolonged Immobilization and Urinary 
Tract Infection to Renal Calculus Formation. 
Australian & New Zealand J. Surg., 1933, iii, 157. 


The authors review the literature, report six 
cases showing the effect of prolonged immobiliza- 
tion on the formation of renal calculi, and review 
current theories regarding the causation of renal cal- 
culi. They state that, under normal conditions, in- 
soluble crystalloids which appear as a urinary de- 
posit are probably prevented from crystallizing out 
by the formation of soluble complex salts rather 
than by the protective action of urinary colloids. 

The first stage in the formation of a calculus is 
the deposition of crystals in the urinary passages. 
Mechanical conditions must be such that these 
deposits are retained for an adequate period. The 
authors believe that infection accelerates the forma- 
tion of calculi, but is not alone responsible for it. 
Prolonged immobilization, by interfering with the 
drainage from the pelvis and calyces, may allow 
sufficient time for the deposition of crystals which 
would otherwise not be deposited until the urine is 
voided. Retention of these crystals will then lead 
to the formation of calculi which otherwise would 
not be formed. FRANK M. Cocuems, M.D. 


BLADDER, URETHRA, AND PENIS 


Sokolov, M.: Primary Carcinoma of the Male 
Urethra (Ueber das primaere Carcinom der maenn- 
lichen Urethra). Sov. Klin., 1932, xviii, 265. 

To date, 105 cases of primary carcinoma of the 
male urethra have been reported. Sokolov reports 
another. He was able to find only 1 case described in 
the Russian literature (Bessonov, 1914). Gonor- 
rhoea has been suggested as a cause by Rizzi, Flamm, 
Manne, and many others, but as the result of 
Aschoft’s studies, the possibility of the development 
of cancer of the urethra in the absence of any other 
pathological condition of this structure must be 
assumed. 

The new growth is always situated in the anterior 
portion of the canal. On microscopic examination, 2 
forms are distinguished: the tumor-like polypous, 
papillary, or smooth new growths, and the infiltrat- 
ing growths. The latter readily lead to stricture. In 
both forms, fistula formation results from the break- 
ing down of the new growth. Metastasis may occur 
into the regional lymph glands and also into remote 
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organs (lungs, pleura). The majority of the lesions 
are squamous-cell cancers. Adenocarcinomata are 
rare and have their origin in the glands of Littré or 
Cowper. 

Primary cancer of the male urethra is most com- 
mon after the forty-fifth year of age. The first stages 
suggest chronic urethritis. Later, the secretions 
become tinged with blood and severe pain and dis- 
turbances of micturition develop. ‘The stricture 
becomes progressively worse and ultimately a 
diagnosis of tumor is made. ‘The tumor increases in 
size and causes fistula formation. In the later stages, 
urinary infiltration, abscess formation, and metasta- 
sis into the regional lymph glands occur. 

The prognosis is unfavorable as early diagnosis 
is difficult. However, when the tumor is located 
distally, good results may be obtained by radical 
operation. The end-results are not very encouraging. 
Early diagnosis is facilitated by biopsy; therefore 
this procedure is recommended. 

The treatment of choice is early radical operation. 
Roentgen or radium therapy should be used only 
in inoperable cases and when operation is refused. 

Sokolov’s case was that of a man fifty-nine years 
of age who was admitted to the hospital with com- 
plete retention of urine. Venereal disease was de- 
nied. A brother sixty-four years of age was operated 
on for carcinoma of the prepuce. The patient had 
had disturbances of micturition for a year and com- 
plete retention of urine for a week. Examination 


disclosed infiltration of the scrotal portion of the 
urethra and enlargement of the inguinal lymph 
glands. Cystoscopic examination revealed practically 
nothing but hyperamia of the mucosa. ‘The patient 


refused operation. Six months later he returned with 
a large tumor. As he still refused a radical operation, 
the treatment consisted in removal of the involved 
part of the penis followed two weeks later by extirpa- 
tion of the regional lymph glands under local anws- 
thesia. Convalescence was uneventful. Histolog- 
ical examination showed the tumor to be a carcinoma 
myxomatodes. Six months after the operation the 
patient was still in good general condition. The 
author considers this a case of primary urethral 
carcinoma. M. SILBERBERG (Z). 


Pettinari, V.: Surgical Methods in the Treatment 
of Hypospadias (Metodi chirurgici nella cura della 
ipospadia). Arch. ital. di urol., 1933, X, 555. 

The author discusses the indications and the value 
of the various surgical procedures which have been 
devised for the radical treatment of hypospadias. 
As a rule any other abnormalities of the genital 
tract, such as undescended testicle, should be cor- 
rected before the hypospadias. The operation for 
the hypospadias is best performed between the ages 
of six and ten years, the exact time depending upon 
the type of the condition. ‘The author prefers the 
Beck-von Acker method for the balanic forms of 
hypospadias, the method of Mathieu for the juxta- 
balanic forms, and the umbrella operation for the 
perineoscrotal forms. 
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Whatever method is used, a careful, exact surgical 
technique, patience on the part of the patient and 
surgeon, and sufficient time intervals between the 
succeeding operations are essential. 

PETER A. Rosi, M.D. 


GENITAL ORGANS 


Dillon, J. R.: Carcinoma of the Prostate. J. Ur./ 
1933, XXX, 507. 

In cases in which a fairly definite diagnosis of 
carcinoma of the prostate has been made it is rarely 
possible to offer a hope of cure. Therefore the trea\ 
ment must usually consist of palliative measures to 
render the patient as comfortable as possible for the 
remainder of his life. Survival seldom exceeds three 
years. 

Twelve years ago, in the case of an old man with 
the diagnosis of carcinoma of the prostate, Dillon 
performed a perineal type of operation and followed 
it by irradiation for ten hours with 50-mgm. radium 
placed in the lateral portions of the capsule. ‘The 
patient made a normal recovery from the operation, 
lived for three years with very little discomfort 
beyond that caused by the occasional passage of 
sounds, and died of generalized metastases. 

The method of operating used by the author 
today in cases with a doubtful diagnosis of malig 
nancy of the prostate was developed about seven 
years ago. In this procedure the prostate is exposed 
by the usual perineal technique and enucleated +: 
masse by an inverted “VY” incision in the prostatic 
capsule. The entire prostatic urethral mucosa is 
then removed from the membranous urethra to the 
bladder neck. In advanced cases in which the 
capsule is infiltrated the growth is shaved off, a 
sufficient thickness of capsule being let to form a new 
prostatic urethra. Infiltration around the bladder 
neck is carefully trimmed off and any suggestion of a 
median bar is removed. Bladder-neck bleeding is 
controlled by interrupted catgut ligatures. Two 
rubber tubes containing 50 mgm. of radium each 
are placed in the regions of each lateral lobe. The 
posterior flap, containing the posterior lobe, is 
brought up and sutured at its apex between the 
radium tubes. The rectum is separated from the 
pelvic fascia wall below the level of the radium tubes 
and the space packed with iodoform gauze at least 
', in. in thickness, the entire prostatic capsule to 
the membranous urethra being covered. Radium 
tubes, a bladder drainage tube, and gauze packing 
are brought out together on the right side of the 
perineal wound. The radium tubes are left in place 
for from ten to fourteen hours, from 1,000 to 1,400 
hours of cross-fire irradiation being given the area 
involved by the new growth. 

At first the author employed the radium tubes 
only in cases with a definite diagnosis of carcinoma, 
but during the past seven years he has been using 
them also in suspicious and doubtful cases. .\s 
prostatic carcinoma frequently starts in the posterior 
lobe, which is usually not removed in either supra- 





GENITO-URINARY SURGERY 45 


pubic or perineal prostatectomy, a potential source 
of malignancy of the prostate is left in practically 
all prostatectomies. 

In conclusion Dillon says that the operation 
described is of most benefit in the questionable cases 
in which there is a possibility of cure; that it is more 
conservative than the radical perineal operation; 
and that it gives good functional urinary control 
with no particular increase of risk in the postoper- 
ative convalescence. CiaupE D. Hotes, M.D. 


MISCELLANEOUS 


Morson, A. C.: The Relationship Between Genito- 
Urinary Haemorrhage and Diseases of the Vas- 
cular System. Proc. Roy. Soc. Med., Lond., 1933, 
xxvii, 87. 

Morson classifies diseases of the vascular system 
which cause hemorrhage from the genito-urinary 
tract as: (1) those in which changes occur in the 
blood and capillary endothelium, such as the pur- 
puras, and (2) those in which alterations of a patho- 
logical nature are taking place in the walls of both 
large and small blood vessels but there is no change 
in the blood itself, such as arteriosclerosis hyper- 
piesis, and atheroma. He reports fifteen cases of 
arteriosclerosis in which hemorrhage from the 
genito-urinary tract was the chief manifestation of 
the disease, and two cases of thrombosis of the cor- 
pora cavernosa. He states that the latter were not 
cases of true priapism because in priapism the whole 


organ is enlarged, whereas in thrombosis of the cor- 
pora cavernosa there is no swelling of the glans 
penis. Morson advises against the surgical treat- 
ment of priapism. FRANK M. Cocuems, M.D. 


Cattaneo, M.: The Frei Test in Lymphogranu- 
lomatosis Inguinale, the Fourth Venereal Dis- 
ease of Nicolas and Favre (La prova di Frei nella 
linfogranulomatosi inguinale (IV* malattia venerea 
di Nicolas-Favre). Arch. ital. di chir., 1933, xxxiv, 
8209. 

Cattaneo reports six cases of lymphogranuloma 
tosis inguinale in which the Frei test was of great 
aid in the diagnosis. As is well known, the Frei test, 
which is based on an allergic reaction of a sensitized 
body to an antigen from the pus isolated from a 
bubo of the patient, is of great importance in dis 
tinguishing this ‘fourth venereal disease’? from 
other conditions associated with inguinal lymphad 
enopathy. In five of the author’s cases the diag- 
nosis was made by the Frei test alone. In one this 
test was supplemented by biopsy. In one case the 
Wassermann reaction was positive and syphilitic 
inguinal adenitis was suspected, but when the 
Wassermann reaction became negative after anti 
syphilitic treatment there was no change in the 
adenitis. A positive Frei test then led to the diag 
nosis of lymphogranulomatosis in a syphilitic. In 
all of the author’s cases treatment with large doses 
of potassium iodide quickly resulted in cure. 

EuGENE T. Leppy, M.D. 
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CONDITIONS OF THE BONES, JOINTS, 
MUSCLES, TENDONS, ETC. 


Hodges, P. C., and Ledoux, A. C.: Osteomalacia: 
A Brief Review of the Modern Conception 
of the Disease. Am. J. Roentgenol., 1933, xxx, 590. 


Custom restricts the use of the term “osteo- 
malacia’”’ to the particular softening of the spine, 
pelvis, and the bones of the extremities which some- 
times occurs in pregnant or lactating women. The 
fundamental process is probably identical with the 
rickets of children and famine osteoporosis. The 
authors believe that the active agent in osteomalacia 
is a deficiency in the diet and that parathyroid action 
is merely incidental, yet they admit that certain 
parathyroid tumors produce decalcification of the 
pelvic bones practically identical with that seen in 
the osteomalacia of child-bearing women. 

Rickets and osteomalacia are identical diseases. 
Most arguments to the contrary are based on nega- 
tive evidence. Both conditions are due primarily toa 
deficiency of Vitamin D. Osteomalacia may be called 
“adult rickets.” Virchow taught that the two dis- 
eases are different since in one, newly formed bone 
fails to calcify while in the other, bone once well cal- 
cified loses its calcium. However, Conheim demon- 
strated a constant process of destruction and re- 
formation in bone similar to that occurring in all 
other tissues, and McCrudden enunciated the gener- 
ally accepted theory that, in osteomalacia, physio- 
logical destruction of old bone and its replacement 
by new osteoid tissue takes place but for some reason 
the calcium liberated from old bone is lost from the 
body and does not calcify the new osteoid tissue. 
Steenbock and others have since found that the 
cause of the calcium loss is a deficiency in Vitamin D. 

Cuester C. Guy, M.D. 


Gaehtgens, G.: The Experimental Production of 
Osteitis Fibrosa in the Rat by Means of Lead 
Acetate, Narcosis, and Glucose (Ueber experi- 
mentelle Erzeugung von Ostitis fibrosa durch Blei- 
acetat-, Narkose-, und Glukosebehandlung an Rat- 
ten). Frankfurt. Ztschr. f. Path., 1933, xlv, 543- 


Although formerly the osteitis deformans of Paget 
and the osteitis fibrosa of von Recklinghausen were 
believed to be the same disease, the recent studies of 
Schmorl have demonstrated an essential difference 
between them. In Paget’s disease, bone-forming 
processes predominate whereas in osteitis fibrosa 
resorptive processes predominate. Moreover, recent 
metabolic studies have shown that osteitis fibrosa is 
a secondary reaction of the skeletal system to injury 
of the bone. In agreement with these findings is the 
fact that in osteitis fibrosa there is an increase in the 
calcium excreted in the urine and the cause may be a 


parathyroid tumor. Moreover, an identical histo- 
logical picture as well as an increase in the excretion 
of calcium may be produced also by injections of 
parathyroid extract, chronic lead poisoning, the sub- 
cutaneous injection of ammonium chloride, the daily 
induction of narcosis with ether or chloroform, and 
the administration of amounts of glucose sufficient 
to cause a blood acidosis. 

While the previous experimental work on this 
problem was carried out on large laboratory animals 
(rabbits and dogs), the author undertook his ex- 
periments on small laboratory animals (young rats 
and mice). 

In his first group of experiments a 1 per cent solu- 
tion of lead acetate was injected, 0.3 c.cm. being 
given at first and 0.5 c.cm. after a few days. In the 
experiments on rats the dosage was gradually in 
creased to 1 c.cm. Twenty mice and fifteen rats 
were used. All of the animals died. The longest sur 
vival of mice was seventeen days and the longest 
survival of rats thirty days. The skull, sternum, 
vertebral column, long bones, and ribs were examined 
histologically. 

Osteitis fibrosa was not produced in the mice. The 
author beljeves that this fact may possibly be ex- 
plained by the assumption that the experiments were 
not continued long enough, the longest period being 
only seventeen days. In the rats, the results were 
positive. The typical tissue changes were observable 
in these animals after a period of fourteen days. 

In the second series of experiments twenty mice 
and eighteen rats were subjected to the daily in- 
duction of ether narcosis for periods varying from 
thirty minutes to one hour. In the cases of some of 
the animals the experiment was continued for thirty 
days. In the mice, no positive results were obtained. 
In the rats, the very slight beginnings of osteitis 
fibrosa could be demonstrated in the vault of the 
skull and a slight fibrosis and lacunar resorption in 
the epiphyses of the long bones. 

In the third series of experiments twenty rats and 
mice were given daily subcutaneous injections of 
glucose solution. At first, a 50 per cent solution, and 
later a 70 per cent solution, was used. In the cases of 
the mice the dose was gradually increased from o.3 
to 0.5 c.cm., and in the cases of the rats, from o.5 
to1c.cm. Jn some cases the experimental period 
lasted as long as forty-five days, but most of the 
animals died sooner. Changes in the sense of an 
osteitis fibrosa could not be demonstrated in either 
the rats or the mice. 

From his results the author concludes that as re 
moval of the parathyroids causes a decrease, and the 
administration of parathyroid extract causes an in- 
crease, in the calcium content of the blood, the func- 
tion of the parathyroids is a hormonal control of the 
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acid-base balance and the parathyroids regulate the 
blood reaction. When the metabolism of calcium is 
mobilized by exogenous experimental means such as 
the administration of lead acetate, the same changes 
occur without participation of the parathyroids. 
The fact that the most marked changes of this type 
take place in such parts of the skeleton as areas of 
the epiphyses near joints and the vertebra is ex- 
plained by the greater functional demands made on 
these parts of the skeleton. Max Buppe (Z). 


Snyder, C. H.: The Association of Pulmonary and 
Other Tuberculous Lesions in Cases of Proved 
Bone and Joint Tuberculosis. J. Bone & Joint 
Surg., 1933, XV, 924. 

Of 164 consecutive cases in which a clinical diag- 
nosis of tuberculosis was made during the past year, 
the pathological report was positive or specimens 
were positive on direct smear, potato-egg culture, or 
guinea-pig inoculation in 100. In 50, there was no 
pathological or bacteriological report. In 14, the 
guinea-pig inoculation and pathological findings were 
negative. 

In 27 cases there was definite clinical and roent- 
genological evidence of parenchymal or adult pul- 
monary tuberculosis, and 13 presented such evidence 
of active childhood tuberculosis. Of 41 children 
from one to fifteen years of age, 8 (19.5 per cent) had 
parenchymal, and 10 (24.5 per cent) had the child- 
hood type, of tuberculosis. The total incidence of 
lung involvement in this group was therefore 44 per 
cent. Of 59 children sixteen years of age or older, 19 
(32 per cent) had parenchymal lesions and 3 had 
childhood lesions. The incidence of lung involve- 
ment in this group was therefore 37 per cent. Of 37 
adults, 15 (40.5 per cent) had pulmonary lesions. 

Renal tuberculosis was found in 8 per cent; tuber- 
culous epididymitis in 6 per cent; and tuberculosis of 
the tonsils in 5 per cent. Single tuberculous lesions 
were found in only 14 per cent. Because of the fre- 
quency of renal involvement and the fact that renal 
involvement was discovered relatively late in the 
cases reported, the author stresses the importance of 
more frequent and careful urinalyses with guinea- 
pig inoculation in cases of true skeletal tuberculosis. 

Of 44 cases in which the Mantoux test was carried 
out, a negative reaction was reported in only 2. Ina 
later test in the cases of 26 patients with tuberculosis 
of the bones and joints and 2 patients with old 
poliomyelitis, the results were positive within seven- 
ty-two hours in all, whereas the controls remained 
negative. At first a 1:10,000 dilution, and then a 
1:100 dilution, of tuberculoprotein trichloracetic 
acid was used. Rupotps S. Rercu, M.D. 


Pirie, A. H.: Kashin-Beck Disease. 
genol., 1933, XXX, 621. 


Am. J. Roent- 


Kashin-Beck disease is endemic in a portion of 
Siberia north of Manchuria. It was first described 
in 1850, by Kashin, and was discussed in 1906 by 
Beck. In 1931, Schipatschoff designated it as ‘‘osteo- 
arthritis endemica.’”’ It is unknown in North 
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America. Its occurrence is apparently related to a 
raw climate, a water supply contaminated by 
manure, and a diet deficient in vitamins. In the area 
in which it is endemic vegetables are unobtainable 
for about half the year and the principal food is 
unripe wheat. It is found in animals in the area in 
which it is endemic and has been produced in ex- 
perimental animals by feeding them bread obtained 
from that area. It occurs in both sexes and at all 
ages. 

The pathological changes are found mainly in the 
bones and joints. There is a marked rarefaction with 
thinning of the cortex and shortening due to arrest 
of growth. The joint changes are similar to those of 
advanced osteo-arthritis. The resulting deformities 
are most marked in the fingers. Shortening of the 
fingers and swelling of their joints produces the so- 
called “‘bear’s paw deformity.” 

The clinical symptoms begin with joint and muscle 
pains followed by joint swelling, haemorrhagic spots 
in the skin, and fever. After the acute stage has 
passed deformities associated with muscle atrophy 
appear. Dentition is delayed. The gums are 
spongy, and rachitic rosaries are found. The disease 
therefore seems to be a combination of rickets, 
scurvy, and polyneuritis. 

The condition progresses to chronic invalidism if 
the patient remains in the area in which it is endemic, 
but disappears without treatment if he moves out of 
that area. Cuester C. Guy, M.D. 


Gatta, R.: Histological Researches on the Behavior 
of the Synovial Membrane in Immobilization 
of Joints (Ricerche istologiche sul comportamento 
della sinoviale nell’immobilizzazione delle articola- 
zioni). Chir. d. organi di movimento, 1933, xviii, 273. 


The author reports the findings of histological 
studies made on the tibio-astragalar joints of rabbits 
after immobilization for periods ranging from four to 
thirty-one days. The changes noted were classed as 
degenerative and proliferative. They began as early 
as the fourth day, and were especially marked in the 
reticulo-endothelial tissue of the synovial membrane. 
The proliferative changes tended to reduce the size 
of the joint space. Whether these changes are due 
to the immobilization or to the cedema and vascular 
changes occurring after the application of the plaster 
cast has not been determined. Prerer A. Rost, M.D 


Julliard, C.: Coracoiditis (La coracoidite). Rev. méd. 
de la Suisse Rom., 1933, liii, 737. 


The condition discussed by the author usually 
follows a fall. It is characterized by pains in the 
scapular region, pain on pressure over the coracoid 
process, pain on active or passive abduction of the 
arm and displacement of the arm posteriorly, and 
atrophy of the deltoid and arm. Elevation of the 
arm anteriorly causes no discomfort. ‘The atrophy 
of the deltoid and arm is secondary and requires 
some time to appear. There is no anesthesia in the 
cutaneous area supplied by the circumflex nerve. 
Injection of novocain into the painful region of the 
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coracoid process enables the patient to perform all 
movements without difficulty. 

This condition has been attributed to a lesion of 
the articulation, a lesion of the circumflex nerve, and 
subacromial bursitis. From a study of fifty-three 
cases the author concludes that the underlying 
factor is a lesion of the coracoid process analogous to 
the well-known lesion occurring in the anterior tibial 
tubercle, the transverse vertebral processes, and the 
epicondyles. He suggests calling it ‘‘coracoiditis.” 

The treatment should be prolonged rest. Me- 
chanotherapy is contra-indicated. A plaster cast is 
probably unnecessary. Injections of novocain have 
given lasting results. Atspert F. De Groat, M.D. 


Snoke, P. O.: Vertebral Epiphysitis and Osteo- 
chondritis. J. Bone & Joint Surg., 1933, xv, 963, 


The round, painful back with irreducible de- 
formity was described by Scheuermann as a clinical 
entity. The roentgenogram in this condition shows 
an area of osteitis on the diaphyseal side of the 
epiphyseal line with wedging of the vertebra. 

Schmorl described an outpouching of the nuclear 
substance into the spongiosa through congenital or 
traumatically produced orifices in the cartilaginous 
plate with resulting kyphosis due to loss of nuclear 
substance and failure of endochondral growth. 

Snoke differentiates between lesions on the dia- 
physeal side of the epiphyseal line on the opposing 
surfaces of the vertebral body and prolapse of the 
nucleus pulposus due to a pathological change, prob- 
ably osteochondritis, in the cartilaginous plate. He 
emphasizes that in cases of definite trauma it is of 
importance from the medicolegal point of view to 
note the onset of symptoms which do not respond 
to treatment. ELVEN J. BERKHEISER, M.D. 


Richard, A.: Chronic Vertebral Arthritis (Les 
arthrites vertébrales chroniques). Rev. d’orthop., 
1933, xl, 440. 

The author reviews the anatomy of the vertebral 
joints and calls attention to the effect on the nerves 
of malformations, hyperostoses, and inflammations 
in chronic vertebral arthritis. The pain from nerve 
involvement may be referred to various regions and 
viscera and lead to an erroneous diagnosis. 

Chronic vertebral arthritis is of the following five 
types: 

1. Diffuse vertebral arthritis, which is a true 
rheumatism. 

2. Arthritis with a local syndrome, the symptoms 
of which depend on the region involved. The 
regions most frequently involved are the cervical 
and lumbar segments. 

3. Chronic traumatic arthritis. 

4. Chronic infectious arthritis resulting from 
diseases such as tuberculosis, syphilis, typhoid, 
Malta fever, gonorrhoea, and osteomyelitis. 

5. Ankylosing arthritis, including the rhizomelic 
spondylitis of Marie and Bechterew’s disease. 
Previously accepted theories regarding conditions 
belonging to this group are being modified by recent 


studies of the glands of internal secretion and by 
parathyroid surgery. 

The symptoms of the different types of arthritis 
are discussed in detail. Chief among the genera| 
symptoms of chronic vertebral arthritis is pain. The 
pain is more intense and more paroxysmal than that 
of Pott’s disease and is often accompanied }, 
rigidity of the spine. The degree of loss of function 
depends upon the extent and localization of. the 
arthritis and the condition of the intervertebral disks 
which are the parts of most importance in the mo 
bility of the spinal column. 

Before the days of roentgen examination the 
osteophytes which are so frequent in vertebra! 
arthritis often caused neuralgias which led to the 
most varied mistaken diagnoses. Roentgen exami 
nation shows not only osteophytes but also changes 
in the bodies of the vertebra, the intervertebral! 
disks, and the joint processes. Profile roentgen: 
grams are of more value than anteroposterior 
roentgenograms, and often it is worth while to take 
profile roentgenograms from both the right and the 
left side. The Potter-Bucky method is used. Stereo 
roentgenograms are often of value. The article 
contains a number of roentgenograms showing the 
various pathological changes. The ligaments often 
become visible as the result of ossification. 

The treatment depends on the nature of the 
arthritis. In the infectious forms, treatment of the 
infection is indicated. Vaccine treatment has proved 
particularly valuable. In syphilitic arthritis, mixe« 
treatment with arsenic, bismuth, and mercury is 
indicated. In the mycotic form, iodides should be 
given. In certain forms, treatment at mineral 
springs combined with rest and the use of analgesics 
is indicated. In tuberculous arthritis and certain 
indeterminate forms which are improved by rest 
and aggravated when the patient leads an active 
life, Albee and Halstead grafts have given good 
results. In rheumatism with a tendency towari 
ankylosis, surgery of the parathyroids has proved 
effective. 

In some cases, immobilization with corsets and 
roentgen therapy have proved beneficial. Roentgen 
therapy is particularly effective in preventing the 
formation of osteophytes which is one of the most 
troublesome features of vertebral arthritis. Of the 
other physical methods of treatment, diatherm\ 
seems to be the most effective. In tuberculous 
arthritis, tuberculin and chrysotherapy may be 
used as adjuvants, but the essential part of the 
treatment is immobilization of the diseased part 
with grafts. Auprey Goss Morcan, M.D 


Junghans, H.: The Anatomical Peculiarities of 


the Fifth Lumbar Vertebra and of the Last 
Lumbar Intervertebral Disk (Die anatomischen 
Besonderheiten des fuenften Lendenwirbels und ci 
letzten Lendenbandscheibe). Arch. f. orthop. Chir 
1933, XXXili, 260. 


The last presacral vertebra lies in the part of the 
body which is most unstable in the period of em 





SURGERY OF THE BONES, JOINTS, MUSCLES, TENDONS 249 


bryological development and is subject to special 
conditions of strain. Therefore diseases which occur 
also in other parts of the skeleton run an unusual 
course in this vertebra. Osteitis deformans is fre- 
quent here. 

Of importance are fusion of the last presacral 
vertebra with the sacrum (sacralization) and chang- 
ing of thé first sacral vertebra into a lumbar verte- 
bra (lumbarization). These two anomalies can be 
differentiated only when the total number of verte- 
bre can be determined. For practical reasons it is 
best to designate such vertebre as ‘lumbosacral 
transitional vertebra.” The form of the transition 
(widening of the transverse process with or without 
impingement on the lateral parts of the sacrum, joint 
formation, and sclerosis) varies greatly. The ex- 
planation of “pain-producing transitional vertebra”’ 
requires further and more detailed clinical investiga- 
tion. It is necessary always to consider also the 
position of the lateral parts of the sacrum, as these 
may be on the same level as the base of the sacrum, 
higher, or lower. The significance and origin of ac- 
quired transitional vertebra and of ossification of 
the iliolumbar ligament are discussed briefly. 

A special discussion is devoted to the small inter- 
vertebral joints, which may be crescent shaped or 
flat. 

Of particular importance are the cleft formations 

. in the vertebral arches. Posterior spina bifida of the 
last lumbar vertebra occurs in from 1.5 to 6 per cent 
of persons. In spite of the gaping of the spinous 
processes the apophysis of the spinous process may 
be present, in which case it lies in the gap as a free 
piece of bone. Occasionally, such a bone impinges on 
the spinous process of the next higher vertebra. 

Of the greatest practical importance is the cleft 
formation in the pedicle of the vertebra, spondylo- 
lysis, which is the prerequisite of true spondylo- 
listhesis. On the basis of anatomical and embryo- 
logical studies, these cleft formations must be 
considered congenital. For the purpose of differ- 
entiating them from true spondylolisthesis, the 
anterior displacements of the vertebra which occa- 
sionally occur because of particularly oblique sur- 
faces of the small vertebral joints should always be 
designated as “ pseudospondylolistheses.”’ 

Of equal importance with the changes in the last 
lumbar vertebra are the changes in the last presacral 
intervertebral disk. The size of the lumbosacral 
angle depends chiefly on the condition of this disk. 
It is certainly questionable whether a small lumbo- 
sacral angle can, in itself, produce pain, as is claimed 
by the Americans. The peculiar strains to which the 
lumbosacral area of transition is subjected account 
also for the special frequency at this site of inter- 
vertebral disk changes which, in their most severe 
forms, resemble osteochondrosis. Characteristic of 
these changes are a decrease in the height of the inter- 
vertebral space and the development of a sclerosis 
of the adjacent bone surfaces, which are demon- 
strable in the roentgenogram. To determine the 
extent to which such a disappearance of the inter- 


vertebral disk in transitional vertebra is responsible 
for the abnormal movements in the newly formed 
joint between the transverse process and the lateral 
portion of the sacrum and thereby in the develop- 
ment of a sclerosis at this site, further clinical in- 
vestigations are necessary. JuNGHANNS (Z). 


Haberler, G.: Benign, Non-Specific, Metastatic 
Ischiopubic Synchondritis Occurring in Child- 
hood as a Typical Disease Picture (Die gut- 
artige verlaufende, unspezifische, metastatische Syn- 
chondritis ischio-pubica im Kindesalter als typisches 
Krankheitsbild). Arch. f. klin. Chir., 1933, clxxv, 625. 

The author reports the cases of the disease of the 
ischiopubic synchondrosis which, because of its acute 
course with usually an initial high fever, is called 
osteomyelitis. The patients were children between 
the ages of six and eight years, the time of normal 
ossification of the synchondrosis. 

In this condition coxitis is apt to be thought of 
first because, in the beginning, there is complete 
muscular fixation of the hip joint. Coxitis is ruled 
out, however, by the absence of pain on palpation 
and strain. Pain on pressure is elicited much more 
readily below the insertion of the adductors in the 
region of the medial half of the inguinal fold. In the 
second stage, in which the general fixation ceases and 
there remains only limitation of abduction suggest- 
ing an extra-articular process medial to the joint, the 
diagnosis is made easier by the presence of a palpable 
swelling. In the beginning, the roentgenogram offers 
no assistance, but later it shows rarefactions in the 
region of the synchondrosis which are usually fol- 
lowed by demarcation processes and relatively rapid 
healing with sclerosis. 

In the three cases reported operative procedures 
were not necessary, but complete healing has not yet 
occurred in all. Even a sequestrum of the entire 
symphyseal portion of the os pubis and ischium was 
not extruded. Osteochondritis and tuberculosis were 
ruled out. STEVERS (Z). 


Burman, M. S., and Sutro, C. J.: A Study of the 
Degenerative Changes of the Menisci of the 
Knee Joint and the Clinical Significance 
Thereof. J. Bone & Joint Surg., 1933, xv, 835. 


After reviewing the literature, Burman and Sutro 
report the findings of a pathological study of 200 
menisci at autopsy and 85 removed at operation. 

They conclude that degeneration of the menisci 
occurs as a typical change of age, but is not always 
parallel with the age period. ‘They have observed 
such degeneration in surgically removed menisci, 
injured menisci, and menisci remaining intact in the 
joint. They suggest calling it “‘meniscosis.” 

They believe that meniscitis is not an entity. 
Meniscosis may not be manifested clinically, but in 
the later decades of life may occasionally be the 
cause of pathological fracture of the meniscus in 
the absence of trauma and in the presence of 
arthritis. Meniscal cysts are of degenerative origin. 

Pau C. Cotonna, M.D. 
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Glissan, D. J.: Contracted Toes. Australian & New 
Zealand J. Surg., 1933, iii, 149. 

Contraction of the toes may be primary or sec- 
ondary. Although the primary type is well known 
and readily recognized, the author has been unable 
to find any discussion of the primary or idiopathic 
form in the English or American literature, not- 
withstanding the fact that it has the distinctive 
features of a clinical entity. 

The primary form is characterized by metatarso- 
phalangeal hyperextension and interphalangeal flex- 
ion which vary in degree and in fixation of the de- 
formity. It is definitely a deformity of young adult 
life. Most of the author’s patients were males. 
Glissan can suggest no definite theory as to the 
cause of the condition, but deems it reasonable to 
conclude that such a deformity may represent a 
biological reaction to the conditions of modern 
civilization under which the feet are used less and 
less as propulsive organs. However, in some of his 
cases there was a history of chronic gonorrhoea with 
wasting of the legs and feet. As a rule the condition 
is bilateral. There is a singular absence of the de- 
formities which are associated with the secondary 
types, such as claw foot, equinus, hallux valgus, and 
shortening of the tendon of Achilles. 

Treatment is usually sought because of pain in 
the balls of the feet. In some cases pain may occur 
in the toes. Cramps in the legs and feet are fre- 
quent. 

Anatomical changes in the foot are the basis of 
the condition and must be understood and kept in 
mind if operative correction is contemplated. All 
of the structures dorsad to the metatarsophalangeal 
joints, namely, skin, tendons, tendon sheaths, blood 
vessels, and nerves, are shortened, as are the col- 
lateral ligaments of the joints. On the plantar sur- 
face the tendons of the long and short flexors, es- 
pecially the former, are contracted, and stretching 
and redundancy of the plantar sort tissues are pro- 
duced by the principal dorsal contracture. 

In discussing the secondary form of contraction 
of the toes which is so often associated with claw 
foot, hallux valgus, and equinus and may follow 
burns of the foot, the author emphasizes that as this 
condition is so constantly associated with hallux 
valgus it must be regarded as a part of the general 
disability of the foot and treated accordingly. When 
possible, the treatment should be conservative, but 
in cases of severe and long-standing deformity, 
operative correction is necessary. 

The conservative treatment, which should always 
be tried in the early cases, consists principally of 
daily stretching of the contracted joints with active 
attempts to flex and extend them. The patient 
should wear a low-heeled flat shoe which is roomy 
in front and will allow for an increase in the length 
of the foot as the contraction is overcome. A meta- 
tarsal bar or pad should be arranged in the shoe. 
This will have a tendency not only to relieve the 
pain, but also to stretch the dorsum of the foot 
during weight-bearing. 
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In the advanced stages in which operation is un- 
dertaken, the author uses a technique consisting 
essentially of division of the tendons, ligaments, 
or joint capsules which, because of their contraction, 
are factors in the deformity. The correction thus 
attained is maintained by splintage. 

James K. Stack, M.D. 
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Jones, R. W.: Extra-Articular Arthrodesis of the 
Shoulder. J. Bone & Joint Surg., 1933, xv, 862. 


The position of election for ankylosis of the shoul- 
der joint following tuberculosis of the shoulder is 
abduction at an angle of from 70 to 80 degrees, ex- 
ternal rotation of 30 degrees, and forward flexion of 
30 degrees. For permanent ankylosis this position 
must be maintained for from three to five years. 
Jones advises extra-articular fusion of the shoulder 
joint in the terminal stages of the disease to insure 
ankylosis and prevent recurring deformity. De- 
struction of the glenoid and the greater part of the 
humeral head results in considerable inward displace- 
ment of the upper end of the humerus which leaves 
the acromial process projecting beyond it. An extra- 
articular fusion may be performed by implanting the 
acromion into the upper shaft of the humerus. In 
this way a firm bony ankylosis is obtained between 
the humerus and the scapula without encroaching 
on the diseased area and the cosmetic appearance of 
the shoulder is improved. 

In the technique used by the author a straight in- 
cision with its center on the tip of the acromion 
process is made over the point of the shoulder. This 
is extended upward for about 3 in. midway between 
the clavicle and the spine of the scapula and down- 
ward for a similar distance. Both upper and lower 
surfaces of the acromion process are freshened. A 
broad flap of bone 1 in. wide and 2 in. long is raised 
from the outer surface of the upper end of the 
humerus and levered outward. The clavicle and the 
spine of the scapula are partly fractured a few inches 
from their outer ends. With the arm held in the 
abducted position, the whole acromioclavicular mass 
is angulated downward, hinging at the point where 
the bones were half fractured, and is wedged under 
neath the flap of bone. The fixation may be in 
creased by sutures, and, if necessary, bone chips or 
osteoperiosteal grafts from the tibia may be im 
planted. The wound is closed in layers and the arm 
immobilized in a plaster spica in abduction of so 
degrees, forward flexion of 30 degrees, and external 
rotation of 30 degrees. 

After removal of the stitches a plaster spica is re- 
applied, and after four months is replaced by an al) 
duction frame if roentgenograms show bony fusion. 
The frame is discarded as soon as the patient his 
developed movements of the shoulder and arm. 

The author reports three cases in which a sufficient 
interval of time has elapsed for the results of the 
operation to be judged. In no case was there any 
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aggravation of the disease or recurrence elsewhere 
and in all three cases bony ankylosis resulted. 
Rupotps S. Retcu, M.D. 


FRACTURES AND DISLOCATIONS 


Boehler, L.: Contra-Indications to Massage and 
Passive Movements in Fresh Bone and Joint 
Injuries (Offene Kampansage gegen Massage und 
passive Bewegungen bei frischen Knochen- und 
Gelenkverletzungen). Muenchen. med. Wchnschr., 

1933, li, 1040. 

[hree requirements in the treatment of bone frac- 
tures are: (1) exact reduction of the displaced frag- 
ments, (2) continuous fixation of the fragments until 
bony healing in good position has taken place, and 
3) during the immobilization of the properly re- 
duced fragments, sufficiently active use of as many 
as possible or all joints of the injured limb and of the 
entire body, with avoidance of pain, to secure good 
circulation and prevent muscle and bone atrophy 
and joint stiffening. 

Fractures in which the fragments are not dis- 
placed will heal in good position under any method 
of treatment and even without treatment if injury 
to joints, muscles, tendons, vessels, nerves, and skin 
is avoided. Even though they are not the best 
treatment, early movement and massage are better 
than the use of thickly padded plaster casts or 
splints. In a young person a joint that has not been 
destroyed by injury and is not diseased cannot be- 
come stiff even when it is retained for a long time 
in an unfavorable position. So far as the functional 
end-result is concerned, it makes no difference 
whether such a patient is treated with padded plas- 
ter dressings or by massage. 

he assertion has often been made that effusions 
of blood disappear more rapidly if massage is used, 
but Boehler states that he has never seen a hem- 
orthagic effusion in the soft tissues which did not disap- 
pear spontaneously just as rapidly as, and often more 
rapidly than, effusions treated by massage. How- 
ever, for bloody effusions in body cavities and under 
the scalp or the lumbar fascia puncture is neces- 
sary. 

When the displaced fragments are accurately 
reduced and maintained constantly in good position 
the limb is free from pain. In parts of the limb that 
ire not immobilized active motion to the fullest 
extent is possible. Fresh traumatic swellings dis- 
appear if the arm is suitably elevated on a double 
right-angled splint or the leg is elevated on a Braun 
splint, and late swelling is avoided if all of the free 
joints are moved actively. 

In cases of joint fractures stiffness is best pre- 
vented by effecting as perfect a reduction of the dis- 
placed fragments as possible and preventing too 
early movement of the involved part of the limb. 

In fractures in which the fragment ends are 
poorly nourished, massage and passive movements 
‘avor pseudarthrosis. In fractures in the region of 
the elbow, massage and passive movements lead to 
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extensive ossification of muscles and ligaments. 
The occurrence of muscle atrophy during prolonged 
immobilization need not be feared, for if the dress- 
ings are properly arranged the muscles can con- 
tract strongly even when the limb is immobilized. 
With immobilization of the wrist in fracture of the 
radius all of the forty muscles of the hand and fore- 
arm can function and the tendons of the fingers can 
move actively against one another more than 6 cm. 
“Tf a fractured joint is accurately reduced and main- 
tained constantly in good position until bony con- 
solidation has taken place and at the same time the 
fractured limb is used, a freely movable joint is 
usually obtained, but if, from the first day, massage 
is given and passive movements are made, the joint 
becomes stiff or loose.” In fresh bone fractures and 
joint injuries massage and passive movements are 
dangerous as they can be carried out only by inter- 
rupting the immobilization and this favors redis- 
placement of the well-reduced fragments. All 
physical therapeutic measures, including massage 
and passive movements, should be delayed until 
bony union has taken place. 

In the cases of older persons there should be no 
return to heavy work until several weeks or months 
after complete bony consolidation has occurred. In 
such cases physical measures offer an excellent 
means of bridging the gap in time. Especially in- 
sured persons will insist that something be done for 
them in the interim. Strength returns most rapidly 
under systemic work exercises and active movement 
of all joints. Only in this way can atrophy of the 
muscles be prevented. ‘‘ Every year many thousands 
of injured persons are permanently crippled by mas- 
sage and passive movements.” O. STAHL (Z 


Crétin, A., and Pouyanne, L.: The Action of Cer- 
tain Metals on the Repair of Bone (Action de 
quelques métaux sur la consolidation osseuse). 
Bordeaux chir., 1933, No. 4, 321. 

After an experience of thirty years surgeons are 
not in agreement concerning the results of metallic 
internal fixation of fractures of the long bones. 
However, after an initial popularity, the method 
has fallen quite generally into disrepute and the 
technique has become more diversified instead of 
standardized. The dissatisfaction with the use of 
metal prostheses is due to the frequent failure of 
consolidation to occur under what appear to be 
satisfactory mechanical conditions. The authors be- 
lieve that improvement of osteosynthesis will be 
obtained, not by further variations in the technique, 
but by a study of the biological effects of the method. 

One of the factors in osteosynthesis requiring 
further study is the influence of various metals on 
the formation of the callus. A number of investiga- 
tions of this problem have been carried out, but 
most of them with crude methods and with results 
that have often been conflicting. The conclusions of 
various surgeons are summarized briefly as follows 

Aluminum is absorbable (Duval, Elsberg, and 
Danborn). It is not absorbable (Zierold) 





252 


Silver is perfectly tolerated (Lemerle). It is only 
fairly tolerated (Zierold). 

Copper stimulates the formation of bone (Zie- 
rold). 

Iron is toxic (Leriche and Policard). It favors 
consolidation (Lange). It is without effect (Rolland). 

Magnesium is recognized by all surgeons as ab- 
sorbable, but according to Lambotte, it stimulates 
bone production, and according to Zierold, it in- 
hibits bone production. 

Nickel is without effect (Potarca). It is stimulat- 
ing (Hey-Groves). It is harmful (Zierold). 

Lead is without effect on the tissues (Zierold). 

Zinc, when pure, is slightly disturbing to bone 
formation (Zierold). In certain combinations it 
stimulates the callus (Le Grand). It is merely well 
tolerated (Rolland). 

In the investigations carried out by the authors, 
pieces of metal were fixed at the sites of fractures 
which were produced in rabbits. The implants were 
both intramedullary and extramedullary. At the 
end of two months the animals were sacrificed and 
the specimens studied macroscopically and micro- 
scopically. The distribution of any metal absorbed 
at the sites of the fractures was determined by treat- 
ing the tissues with dyes which form insoluble com- 
pounds with the metal. The most useful and widely 
applicable reagent is alizarin, which produces various 
shades and colors with various metals. The authors’ 
results may be summarized as follows: 

Aluminum. When an intramedullary prosthesis 
was used the metal was not corroded. When treated 
with calcium salts, the epiphyseal cartilage and the 
surrounding muscles showed a marked receptivity. 


The callus, which was abundant and composed of 
osteoid tissue, was markedly deficient in calcium. 
Calcification, but not cellular repair, was retarded. 
When an external prosthesis was used, the callus 


was solid and the metal unaltered. Microscopic 
examination showed penetration of the callus by 
the aluminum and lack of fixation of calcium by the 
osteoid tissue. 

Silver. When an internal prosthesis was used the 
metal was slightly blackened. The callus was solid, 
and there was a small zone of necrosis. On micro- 
scopic examination, minute quantities of silver were 
found about the re-formed haversian canals. The 
callus was slightly less mature than normal. When 
an external prosthesis was used the results were the 
same. The metal was solidly embedded in the callus. 
There was minimal retardation of repair. 

Calcium. Calcium introduced into the tissues be- 
came quickly covered by a film of the hydroxide. 
The immediate action was caustic, but this effect 
was of short duration. Although the pure metal is 
mechanically unsuitable for a prosthesis, it is of 
interest because of the possibility of its use in alloys. 
When the calcium was placed in the medulla, only 
pseudarthroses resulted. The medullary cevity con- 


tained calcareous masses and the new bone was’ 


rich in calcium. However, the ends of the fragments 
were poor in cells and rich in calcium, a condition 
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which seemed to prevent restoration of the structure 
of the bone at the site of fracture and hence re- 
sulted in failure of effective consolidation. When an 
extramedullary prosthesis was used, repair was ob 
tained with an excessively large callus which matured 
more rapidly than normal. These findings suggest 
that calcium incorporated in an alloy may prove a 
powerful stimulant to repair. 

Copper. Copper employed internally or externally 
had a cytotoxic effect which was very limited in 
extent because the diffusibility of the salts is lim- 
ited. Consequently, copper influenced bone repair 
little, if at all. On microscopic examination the 
salts were found in minute quantities and entirely 
in the cell nuclei. 

Iron. When iron was placed in the medulla there 
was extensive impregnation of the new bone and 
of the neighboring epiphyseal cartilage. Close to 
the prosthesis the cells showed degenerative changes. 
At a distance, growth was stimulated, but had a 
disorderly character. There was little disturbance 
of calcification. The use of an extra-osseous plaque 
resulted in little impregnation of the bone. ‘The 
callus was essentially normal. 

Magnesium. When magnesium was placed in 
the medulla it was partially absorbed. There was 
marked stimulation of the connective elements of 
the callus with marked retardation of ossification. 
When the fixation was extramedullary, the im- 
pregnation of the bone was limited to the surface. 
The metal was partially absorbed. The callus was 
solid and microscopically normal. The magnesium 
had a stimulating, if any, effect. 

Nickel. Nickel employed either intra-osseously 
or extra-osseously stimulated cellular proliferation 
causing an inflammatory aspect. The result was a 
hypertrophied, irregular callus. The nickel was found 
chiefly in the connective tissues. 

Lead. Intramedullary implants of lead had a 
definitely toxic effect on the callus and retarded it 
in all respects. On microscopic examination the 
lead was found in the haversian canals. When the 
lead was employed externally, a solid callus was 
obtained. The new bone showed signs of degenera- 
tion, but the total effect on the callus was slight. 

Zinc. When zinc was placed either within or out- 
side of the medullary cavity there was extensive 
necrosis extending even to the muscles. In aii 
tion, there was a disorderly stimulation of the 
epiphyseal cartilage. The infiltration of the osteoid 
tissue with calcium was disturbed. 

The authors conclude that all metals are in some 
degree toxic. Some of them are well tolerated, and 
others, such as magnesium and calcium, may per- 
haps be employed to advantage in alloys because 
of their properties. Avpert F, De Groat, M.D 


Acromioclavicular Dislocation: 
J. Bone & Joint 


Schneider, C. C.: 
Autoplastic Reconstruction. 
Surg., 1933, XV, 957- 

The author describes his technique for recon- 
struction of the acromioclavicular and the coraco- 
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clavicular ligaments with the use of fascia lata for 
fixation in acute and chronic dislocation of the 
acromioclavicular articulation. 

In this procedure the inferior acromioclavicular 
ligament is restored with a mattress suture of a 
1,-in. fascial loop, each end of which is carried down- 
ward through a clavicular drill hole, lateralward 
across the inferior surface of the joint, and up 
through its respective drill hole in the acromion. 
The ends of the loop are crossed on the upper surface 
of the acromion and sutured to each other with 
twisted silk. ‘The coracoclavicular ligaments are 
then reconstructed by carrying a '%-in. fascial 
strip under the lower surface of the coracoid process 
and upward behind the clavicle subperiosteally at 
the site of insertion on the trapezoid and crossed 
on the upper surface of the clavicle. There, the 
loop, under tension, is sutured with braided silk. 
The ends of the loop are drawn along the upper sur- 
face across the acromioclavicular joint and sutured 
together with silk to the acromial end of the acro- 
mioclavicular ligament, previously dissected up, 
the ligament being thus restored. In this manner all 
of the ligaments necessary for the integrity of the 
acromioclavicular joint are reconstructed and the 
clavicle is held firmly in position. 

ELVEN J. BERKHEISER, M.D. 


Ruge, E.: Closed Injuries of the Spine (Die ge- 
schlossene Verletzungen der Wirbelsaeule). Lrgebn. 
d. Chir., 1933, Xxvi, 63. 


Because of their frequent occurrence in traflic 
accidents and because of the improvement of roent- 
genological diagnosis by the use of a movable 
diaphragm, injuries to the spine have been the sub- 
ject of scientific discussion by many surgeons dur- 
ing the last ten years. 

Between the sixth and ninth years of life marginal 
apophyses occur on the growing spine and there 
appear at the ends of the transverse and spinous 
processes small valvular apophyses which may be 
confused with the results of injury. In the third 
decade these apophyseal nuclei tend to disappear. 
Other abnormalities that must be taken into ac- 
count in the interpretation of roentgenograms of 
the spine are: (1) fissure formations of the vertebral 
arches, which are more frequent in the cervical and 
lumbar segments than in the thoracic segment and 
usually produce median defects, occurring less often 
in the middle of the halves of the vertebral arches; 
(2) failure of union of the pedicles of the arches, 
which leads to spondylolisthesis; and (3) excrescences 
on the cervical and lumbar ribs, which are usually 
unilateral. 

The weight-bearing capacity of the normal spine 
depends less on the firm structure of the vertebral 
bodies than on the internal pressure of the entire 
number of intervertebral disks and the degree of the 
physiological curvatures of the spine. In old age, 
osteoporosis and degeneration of the intervertebral 
disks leads to kyphosis of the thoracic spine. De- 
generation of the intervertebral disks and dehydra- 
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tion of the nucleus pulposus are also factors deter 
mining spondylarthrosis. 

Very mild injuries to the spinal column, contusion 
and strain, can be diagnosed only by excluding bony 
injuries by roentgen examination. ‘The pain is usu 
ally most severe at the level of the tenth thoracic 
vertebra. Spines thus affected present malforma 
tions of greater or less importance. ‘The spondylitic 
spine is especially easily injured. ‘The cartilaginous 
nodules described by Schmorl, which are formed by 
a breaking through of the substance of the inter- 
vertebral disks into the bodies of the vertebra, occur 
very frequently without demonstrable trauma. 

In consequence of the increase in athletics and 
traffic and the frequent use of roentgenograms for 
diagnosis, the incidence of fractures of the spine 
in relation to all bone fractures has increased from 
0.33 per cent in 1877 to 3.8 per cent in 1929. Frac- 
tures of the spine occur more often in men than in 
women, most frequently at the juncture of the 
thoracic and lumbar segments, and much less fre- 
quently at the juncture of the cervical and thoracic 
segments. In about one-fifth of the cases more 
than one vertebra is fractured. In most cases the 
patient was in a stooping posture when struck by 
the force causing the fracture. The spine is bent 
to excess and fractures partially. ‘There occurs a 
sprain fracture or contusion fracture, a wedge- 
shaped collapse of a vertebral body at the thoraco- 
lumbar juncture with the apex usually pointing 
anteriorly and less frequently laterally. When the 
action of the force is diminished, one or more of the 
bony fragments may separate and cause spinal cord 
injury and paralysis (one-sixth of the cases). The 
weight of the falling human body and even muscle 
pull in a movement of defense can bring about the 
fracture of a vertebra. A blow in the back from the 
pole of a wagon or the horn of a cow can cause the 
much rarer direct fracture. ‘This is characterized 
by injuries to the vertebral arches combined with 
injuries to the processes and the body of the verte- 
bra. The well-known signs of simple compression 
fracture pain, stiffness of the back, and the forma 
tion of a kyphos—are usually only incompletely 
developed. Often there is only a slight projection 
of a spinal process. 

Particularly difficult is the differentiation between 
diseases, caries, osteomyelitis, spondylitis deformans, 
and old fractures of the spine. Repeated roentgen 
examinations demonstrate the formation of callus. 

The average period of disability caused by a com 
pression fracture is seventeen weeks. ‘The insurance 
drops from an average of 45 per cent to barely 30 
per cent. Frequently fractures of other bones, 
particularly of the os calcis, occur simultaneously. 
Sometimes transient hamaturia and concussion of 
the brain occur. Spinal concussion with bladder 
and rectal disturbances, diminution of the retlexes, 
and disturbances of sensation is not easily to be 
distinguished from intervertebral hamatomata. 

According to Magnus, the treatment should be 
conservative—four weeks of bed rest flat on the 





254 


back and early massage of the erector muscles. The 
patient should not be allowed to sit up until the 
fifth or sixth week, and should not be allowed to 
leave his bed until two or three weeks later. A 
plaster bed and a supportive corset should be avoided 
as they favor muscle atrophy. Boehler loosens the 
impaction by hyperextension and orders a supportive 
corset. Reposition is particularly urgent when there 
is paralysis. American surgeons favor the Albee and 
Hibbs ankylosing operations. In cases of fracture 
with paralysis and cord symptoms they perform a 
laminectomy. German surgeons prefer conservative 
management because the paralysis may be caused 
by a subdural or submeningeal hematoma and 
prove transient. However, Schmieden has shown 
that a penetrating fragment of bone can contuse the 
cord and must be removed. The only contra-indica- 
tion to immediate laminectomy is severe shock. 
Complete transverse paralyses are hopeless with or 
without operation. 

Of 104 closed compression fractures observed by 
the author, in which the ratio of fractures of the 
cervical vertebra to fractures of the thoracic verte- 
bra and of fractures of the thoracic vertebre to 
fractures of the lumbar vertebrae was 2:4:8, cord 
injuries were present in 86 per cent of the cases of 
fracture of the cervical vertebra, 48 per cent of 
those of fracture of the thoracic vertebra, and 30 
per cent of those of fracture of the lumbar vertebre. 
In the first group the average period of disability 
was twenty-two and a quarter months; in the second, 
five months; and in the third, from five to seven 
months. At the end of the first year the decrease 


in earning power was 34.4 per cent in the cases of 


fracture of the cervical spine, 44.5 per cent in those 
of fracture of the thoracic spine, and 37.8 per cent 
in those of fracture of the lumbar spine. At the 
end of the second year the corresponding figures 
were 31.2, 36.1, and 27.7 per cent, and at the end 
of the third year, 31.2, 30, and 14 per cent. 

As a sequel to paralysis of the bladder there often 
develops an ascending infection of the urinary 
passages with subsequent stone formation in the 
kidney. Such stone formation may occur also in 
the absence of fracture of the spine. 

There is much dispute as to whether Kuemmell’s 
disease, delayed collapse of the vertebra following 
trauma, is a clinical entity. The explanation of the 
collapse is that the original fracture was not promptly 
recognized. 

In tetanus, a vertebra may fracture as the result 
of spasm. 

Vertebral dislocations occur only in the cervical 
spine and are fatal in 75 per cent of cases. Rapid 
reduction gives good results, but the results of 
operative reduction are poor. Other vertebra can 
become dislocated only after the breaking off of an 
articular process. 

Injuries to intervertebral disks occur most fre- 
quently in oblique fractures of the vertebral bodies, 
but if degeneration is already present they may occur 
as isolated injuries 
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Epiphyseal separation and separation of a cartj- 
laginous plate are rare and occur only in young 
persons. On the other hand, fractures of the mar. 
ginal crests of the first lumbar vertebre can be 
frequently demonstrated by roentgen-ray examina. 
tion from various angles. 

In direct fractures, the spinous process always 
breaks off completely, whereas in indirect fractures 
only the tip is broken off. Fractures from muscle 
pull occur most frequently in the spinous processes 
of the sixth and seventh cervical and the first and 
second thoracic vertebre. Fractures of the trans. 
verse processes often occur as accompaniments of 
other injuries to the spinal column, but are not 
rare as isolated injuries. They are found most 
often in the third and fourth, less often in the sec- 
ond, and least often in the first and fifth lumbar 
vertebre. Multiple fractures of the transverse proc- 
esses are usually found on one side only. p.- 
parently they are caused by reflex muscle pull. With 
bed rest, massage, and non-use, full working ability 
is usually restored in from six to eight weeks. 

Isolated fractures of an arch are usually not rec- 
ognized until after the appearance of callus in the 
roentgenogram. Like fractures of the articular proc- 
esses, they are caused by the action of direct 
force. Pressure on the cord makes operation neces- 
sary. According to Ludloff, fractures of the articu- 
lar processes give rise to audible crepitation. 

Fracture of the body of a vertebra is very rare 
in the cervical spine. On the other hand, the 
atlas and epistropheus are frequently exposed to in- 
jury. Of 32 fractures of the atlas cited by the 
author, 6 were fatal. The odontoid process of the 
epistropheus is frequently broken off in such in- 
juries. Dislocation in the atlanto-epistropheal ar- 
ticulation is apparently impossible without fracture 
of the odontoid process. Fracture of the odontoid 
process is usually the result of indirect trauma, prob- 
ably caused by muscle pull. In fractures of the 
odontoid process bony healing usually does not occur 
and redislocation and death may result at any time 
from six months to twenty-three years after the 
injury. It is as yet too early to express an opinion 
as to the value of Albee’s bridging operation for 
this injury. 

Dislocations of the cervical vertebra and fractures 
of the cervical vertebrae from the third vertebra 
downward are rare and appear to be possible only 
after the articular or transverse processes have been 
broken off. The diagnosis is arrived at from the 
description of the accident, the pains, the postural 
deformity, the rigidity, and any cord symptoms or 
paralyses that may be present. It can be made with 
certainty only with the aid of roentgenograms. An 
attempt at reposition appears indicated. 

In the lumbar spine a fracture from strain may 
occur in lifting when there is sudden relaxation of 
the lumbar musculature. Sacral pains are felt not 
because of pressure on the fifth lumbar nerve in 
a bony canal that is too narrow, but because of the 
formation of marginal proliferations. The malforma- 
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tion known as spondylolisthesis, which is due to 
arrest of development of the arch portion of the 
fifth lumbar vertebra, may become painful as the 
result of a comparatively slight trauma. For frac- 
ture of the arch of the fifth lumbar vertebra severe 
injury is necessary. If conservative measures are 
not successful, the Albee or the Hibbs operation is 
indicated. 

In the sacrum, compression fractures of the sacral 
vertebra are possible. In almost all cases they are 
associated with fractures of the pubic bone or 
ischium. However, fissures are more frequent than 
compression fractures. Caudal symptoms are not 
uncommon. A characteristic symptom of fracture 
of the sacrum is inability to sit for any considerable 
length of time. Fracture of the coccyx can be de- 
tected more easily with the palpating finger than 
by roentgen examination. If there is forward dis- 
placement, stool retention may result. If conserva- 
tive therapy fails, operative removal is advisable. 

According to Gaugele, deforming spondylosis is 
a disease of the intervertebral disk. Vertebral callus, 
on the other hand, is confined to the injured verte- 
bra. However, the possibility that a spondylosis of 
the vertebral column may be made worse by a severe 
trauma is not ruled out. 

A causal connection between Bechterew’s disease, 
attributed to infection, and trauma is rejected. 

Osteomyelitic processes attack chiefly the arches 
and processes, and less frequently the bodies of the 
lumbar vertebra. Trauma can be recognized as a 
cause only when it has resulted in a hematoma 
which has suppurated and involved the periosteum. 
Trauma as a cause of tuberculosis of the spine is still 
less probable. DuNCKER (Z). 


Lamy, L.: ‘Congenital Dislocation of the Hip. 
A Statistical Study and a Consideration of 
Poor Results (Luxation congénitale de la hanche. 
Statistique. et mauvais résultats). Bull. et mém. 
Soc. d. chirurgiens de Par., 1933, XXV, 441. 


In the author’s method of reducing the con- 
genitally dislocated hip the reduction is done under 
general anesthesia and the first position of the limb 
is flexion of 90 degrees with abduction of 90 degrees. 
Che limb is left in this position for from three to four 
months. The position is then changed to extension 
of 120 degrees, abduction of from 30 to 40 degrees, 
and internal rotation of from 20 to 30 degrees and 
the limb is left in this position for three months. At 
the end of that time the position is changed to com- 
plete extension, abduction of 20 degrees, and internal 
rotation of 80 degrees. The limb is left in this posi- 
tion also for three months. 

On completion of the treatment and removal of 
the apparatus, the child is kept in bed for one month. 
During the first two weeks of this month treatment 
with light massage and ultraviolet light is given. 
During the second week the child is allowed to get 
up for periods of five minutes 4 or 5 times a day. 
During the second month he is allowed up for five 
linutes every hour. He is not allowed to walk alone 


before the third month. After from six to eight 
months normal walking is allowed for periods which 
do not exceed half an hour and are separated by long 
periods of bed rest. 

Statistics are presented on 500 cases treated by 
the closed method prior to 1925. Eighty-nine and 
two-tenths per cent of the patients were girls, and 63 
per cent of the dislocations were bilateral. The in- 
cidence of bilateral dislocations was about the same 
in both sexes. 

The treatment resulted in a clinical cure in 430 
cases and failed in 70 (14 per cent). The incidence of 
clinical failure was 25.8 per cent in the cases in which 
both hips were dislocated and only 6.6 per cent in 
those of dislocation of the right hip alone. 

In 402 reductions in the cases of patients up to the 
age of four years, the incidence of failure was only 
9.8 per cent, whereas in the cases of patients over 
five years old it rose to about 30 per cent. 

Eight cases with poor functional results are re- 
ported. The roentgenograms show that the failure 
was due most often to trophic changes in the head 
and neck of the femur. 

The author believes that immobilization produces 
demineralization of the femur which may be sufficient 
to cause spontaneous fracture or deformity of the 
femoral neck. Traumatism from the effort at re- 
duction (particularly when the method of open re- 
duction is used) may lead to the phenomena of 
osteo-arthritis. To decrease the effect of complete 
immobilization, Lamy has been using a special type 
of plaster spica which permits flexion and extension 
at the knee. He emphasizes the importance of good 
medical treatment, diet regulation, and treatment 
with ultraviolet light. Marsu W. Poote, M.D. 


Wardle, E. N.: The Etiology and Treatment of 
Slipped Epiphysis of the Head of the Femur. 
Brit. J. Surg., 1933, XXi, 313. 

The author divides cases of slipped epiphysis of 
the head of the femur into two groups. In one group 
he places the cases with disordered glandular func- 
tion in which epiphyses other than the epiphysis of 
the head of the femur are also involved. In discuss- 
ing this group he cites the theory advanced by 
Kocher in 1894 that the slipping of epiphysis of the 
head of the femur may be due to a localized osteo- 
malacia which, tending to occur in the areas of most 
recently formed bone, weakens the attachments of 
the epiphyseal cartilage and metaphysis. 

The other group of cases distinguished by the 
author are those in which indirect trauma has 
involved the epiphysis and no joints other than the 
hip joint are involved. In both groups the body 
weight and muscular action are secondary factors 
increasing the deformity. 

In his discussion of the treatment the author 
condemns open operation for correction of the de- 
formity in the primary stage, because of the dis- 
couraging statistics of those who have tried it. 
For cases in which bony fusion between the epiph- 
ysis and the metaphysis has left a disabling de 
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formity he regards subtrochanteric osteotomy as the 
operation of choice. 

The author’s treatment is conservative, consist- 
ing essentially of traction on the injured hip in a 
position of relative adduction. ‘This is carried out 
by means of a fitted frame which is essentially a 
Jones spinal frame with extension ends attached to 
the leg pieces, similar to the distal half of a Thomas 
splint. The outfit includes a groin strap attached 
over the affected side, which acts to prevent more 
adduction than the small amount necessary. Both 
legs are included in the traction in order to prevent 
tilting of the pelvis. The stabilization of the pelvis 
prevents the abduction that might otherwise occur. 
The traction is accomplished by tying the usual 
adhesive bands which are fitted from the groin to 
the malleoli to the ends of the extension splints. 

The author emphasizes the importance of careful 
nursing to reduce the possibility of the usual diffi- 
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culties associated with immobilization and traction, 
In his cases roentgenograms are made every two 
weeks, and when the epiphysis is finally in good posi 
tion an arbitrary period of perhaps one month js 
allowed for the reposition to become stable. ‘The 
patient is then removed from the frame and allowed 
to lie free in bed, and non-weight-bearing exercises 
for the affected hip are instituted. The exercises 
are continued until no further increase in the range 
of motion can be gained. The time required for this 
stage to be reached varies in different individuals, 
In the final stage of treatment a walking caliper is 
used for a period of a year from the beginning of the 
treatment. 

The article includes a number of roentgenogrims 
showing the progress made in reduction and the 
maintenance of the femoral neck by the treatment 
which the author recommends. 

James K. Strack, M.1). 





SURGERY OF THE BLOOD AND LYMPH SYSTEMS 


BLOOD VESSELS 


Ipsen, J.: Arterial Reflexes (Arterienreflexe). Acta 
chirurg. Scand., 1933, \xxiii, 219. 

The author has attempted to elucidate some of 
the reflex arcs influencing the arteries. The in- 
vestigations were carried out chiefly by measuring 
the superficial temperatures. ‘The commonly used 
term “vasomotor disturbance” has been shown to 
be inadequate and often misleading. It is necessary 
to discriminate between changes in color (capillary 
changes) and changes in temperature (arterial 
changes). 

The innervation of peripheral arteries is reviewed 
briefly, particularly with reference to the anatomy 
and physiology. It is emphasized that contraction 
of arteries may take place independently of the 
nervous system, through the blood stream or through 
the surroundings. 

A number of skin reflexes of superficial arteries 
are described, especially reflexes to cold tempera- 
tures, and it is shown how different reactions are 
brought about by greater or lesser degrees of cool- 
ing. The author mentions also arterial reflexes 
caused by heat and inflammation and some special 
vascular reflexes. 

In an investigation of the reflex arcs by division 
of nerves it was found that the arterial spasm which 
occurred can be explained by the elimination of the 
controlling vasodilating function. 

The arteriospasm occurring frequently in polio- 
myelitis is apparently the result of similar inhibi- 
tion of the vasodilating function. From patho- 
anatomical nerve changes in poliomyelitis it seems 
to be clear that the inhibiting function occurs from 
the nucleus lateralis sympatheticus in the spinal 
cord. Therefore it is necessary to presume a per- 
sistent antagonism between the vasomotor function 
of the limiting cord and the dilating function of the 
lateral nucleus analogous to the first and second 
neurone of the striated muscle. This antagonism 
may partly explain also the difference between the 
sympathetic and the parasympathetic systems. 

The author describes post-traumatic reflexes and 
submits a hypothesis regarding their nature. 

In conclusion he discusses the importance of opera- 
tions on the cerebral centers and <he arterial re- 
lexes occurring during narcosis. 


Gioia, E.: Accidental Injury to the Common Ca- 
rotid Artery; Double Ligation; Recovery (Ierita 
accidentale della carotide primitiva; doppia allaccia- 
tura; guarigione). Arch. ital. di chir., 1933, xxxiv, 
490. 


The author reports a case of injury to the common 
carotid artery in a woman forty-one years of age. 


The cause of the injury was a fragment of glass 
hurled from a shattering wine bottle. Examin :tion 
revealed a small wound approximately t cm. long on 
the left side of the neck below the angle of the jaw, 
from which a forceful rhythmical jet of blood es- 
caped. In the first-aid treatment pressure bandages 
were applied as tightly as possible. 

On the patient’s admission to the hospital, the 
pulse was of good quality. The left temporal pulsa- 
tions were not so forceful as the right. When the 
neck bandages were removed the small wound was 
found covered by a clot and a nut-sized swelling was 
apparent immediately beneath it. The swelling was 
distinctly pulsating and it increased in size rapidly 
as the external pressure was released. 

An incision was made along the sternocleidomas 
toid muscle under local anaesthesia and after con- 
siderable difficulty the bleeding was traced to the 
common carotid artery. Gentle traction on a liga- 
ture passed beneath the artery disclosed an irregu- 
lar, stellate laceration of the artery approximately 
1 cm. from the bifurcation of the artery. When the 
tear was grasped with a hamostat the patient sud- 
denly became pale and respiration ceased. On re- 
moval of the hemostat and the hypodermic injection 
of adrenalin, the patient’s color was restored and 
respiration began immediately. A silk ligature tied 


securely below the arterial laceration did not stop 
the hemorrhage. The bleeding continued from the 
distal or superior margin of the tear and necessitated 
the application of a ligature just above this point. 


The spicule of glass could not be found. ‘The in- 
cision was closed with a small drain and the patient 
returned to bed. 

Salt solution was given by hypodermoclysis. As 
the patient was known to have hypertension, blood 
transfusion was deemed inadvisable. 

On the second day the blood pressure reading in 
the right arm was 145. It was not taken in the left 
arm. On the eighth day the readings were: right 
arm, 115, left arm, 130. On the fourteenth day they 
were: right arm, 125, left arm, 140. Later examina- 
tion showed the pressure to be the same on both 
sides. 

X-ray examinaticns from all positions failed to 
disclose the presence of a foreign body. 

The wound healed by primary intention. Recov- 
ery was uneventful. The patient was discharged on 
the fourteenth day after the operation and is still 
well. 

Reports of injury of the common carotid artery 
are extremely rare if war wounds are excluded. ‘The 
mortality of such injuries is high when treatment is 
delayed. 

Duplay and Reclus, Coudray, and others have 
called attention to the persistent bleeding from the 
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upper end of a lacerated common carotid artery. 
Morgagni and Valsalva noted it in experiments on 
dogs. Experiments have demonstrated a communi- 
cation between the common carotid of one side and 
that of the other by way of the external and internal 
carotids. Following ligation of one common carotid 
artery, a reflux or retrograde flow is established 
which satisfactorily supplies a compensatory circu- 
lation to structures dependent upon these branches 
for their supply of blood. Travers, Brown, and 
others have successfully stopped haemorrhage in man 
by a single ligature below the torn common carotid. 

From a review of the literature the author draws 
the following conclusions: 

1. When it is inexpedient to suture a tear of the 
common carotid artery, a double ligature—above 
and below the laceration—will control the bleeding 
satisfactorily. 

2. There is usually an adequate communication 
between the carotids of the two sides by way of the 
internal and external carotid arteries. 

3. Because of the reflux flow from the communi- 
cating branches, a single ligature below the tear is 
frequently insufficient to stop hemorrhage. 

4. In cases in which this collateral circulation is 
preserved no cerebral symptoms or lesions will result. 

GrorRGE C, Frvoia, M.D. 


BLOOD; TRANSFUSION 


Breitner, B.: Indications for Blood Transfusion 
(Die Anzeigestellung zur Bluttransfusion). Chirurg, 
1933, V, 539. 

Blood transfusion should be limited strictly to its 
proper indications. The following questions are still 
to be answered: 

1. Are there diseases in which blood transfusion 
is injurious? Breitner describes three cases of sepsis 
in which he was unable to escape the impression 
that there are such conditions. In these cases there 
were no transfusion injuries or injuries of the heart 
or kidneys. When such cases are collected and 
studied at autopsy the answer to the question may 
be found. 

2. Why are blood transfusions sometimes unsuc- 
cessful? Contrary to the theory most generally 


INTERNATIONAL ABSTRACT OF SURGERY 


accepted, Breitner believes that septic conditions 
are chiefly responsible. Nevertheless he admits that 
the average incidence of cure in septic conditions is 
40 per cent. Moreover, while patients with sepsis 
may recover without transfusion, the beneficial 
effect of transfusion in sepsis may be evidenced 
definitely by the transformation of a severe acute 
condition into a subacute condition followed by 
gradual recovery. 

Especially the findings of Seinatz permit the con- 
clusion that in chronic septicopyemia blood trans/u- 
sion may be advantageous. Naito reported that he 
had successful results in 56 per cent of his cases. 
The necessity for venesection before transfusion in 
chronic sepsis must be emphasized. Rudel was the 
first to call attention to contra-indications and the 
“jeopardized recipient.” Breitner mentions the 
epoch-making discovery of Hesse and Filaton 
that hemolytic shock is due to spasm of the renal 
arteries of central origin and may be relieved by 
immediate transfusion of compatible blood. le 
states also that Hesse was able to confirm his animal 
experiments in a clinical case, and that Christiansen 
has had a similar result. 

In conclusion Breitner 
statements: 

1. Blood transfusion should be employed in acute 
anemias and in chronic anemias due to prolonged 
loss of blood (in these conditions it is superior to all 
infusions), hemorrhagic diatheses with anomalies in 


makes the following 


i. ne compggsition of the blood, severe burns, carbon- 
: poisoning, cholemic bleeding, and severe 


ulcerative colitis. 

2. A good result may be expected in pernicious 
anemia, hemoptysis, hemolytic shock, icterus, 
hemophilia, morbus maculosus werlhofii, postoper- 
ative shock, secondary anemia in nurslings, chronic 
sepsis (general bacterial infection), and preparation 
for, and treatment after, major surgical operations. 

3. A trial of transfusion is justified in agranulo- 
cytosis, acute leukemia and other blood diseases, 
and numerous skin diseases. 

4. Blood transfusion has proved useless in 
leukemia without anemia and in scurvy, miliary 
tuberculosis, and decompensated organic heart 
disease. FRAnz (Z 





SURGICAL TECHNIQUE 


ANTISEPTIC SURGERY; TREATMENT OF 
WOUNDS AND INFECTIONS 


Constantini and Liaras: Deep Plantar Phlegmons 
(Des phlegmons plantaires profonds). J. de chir., 
1933, Xlii, 326. 


rhe prognosis of deep plantar phlegmon is poor 
as amputation is frequently necessary to save life 
and death often results from septicemia. 

The condition is usually due to piercing of the 
plantar aponeurosis by a foreign body, such as a 
needle, splinter, or nail, which carries infection to 
the cellular tissue of the subaponeurotic plantar 
space by way of a tendon or synovial membrane 
and thence to the osteo-articular surfaces. The 
walled-in pus seeks to escape, but is blocked below 
by the median aponeurosis, in front by the digito- 
plantar fold, and also above. It therefore usually 
extends in a posterior direction into the calcaneo- 
tibiotarsal canal and the space between the muscles 
of the calf. Access to the latter is gained by way of 
the flexor tendons and their synovial sheaths or by 
way of the cellular tissue surrounding the vasculo- 
nervous bundle. 

Tibiotarsal arthritis is very common in deep plan- 
tar abscess. When the synovial sheaths become in- 
volved the infection spreads easily as these sheaths 
are in direct contact with the periastragalar articula- 
tions. In flexion of the tendons the contact becomes 
still closer. The vasculonervous bundles also aid ex- 
tension of the pus. 

The symptoms are not well known. Early diag- 
nosis is of importance for when the infection has 
penetrated deeply, serious complications are to be 
feared. ‘The first sign is usually a more or less 
discrete inflammatory oedema of the dorsal region. 
Deep plantar pressure is necessary to elicit the 
characteristic pain. Movement of the toes and tibio- 
tarsal movements are painless. The history is of 
importance. Wounds of the sole are more dangerous 
than those of the toes or heel. After the formation 
of an abscess the symptoms are characteristic. The 
severity of the general symptoms is striking. The 
face is yellow as in severe general infections, the 
pulse small, and the temperature high. Pain inter- 
feres with walking, and the limb is kept in internal 
rotation. The sole and retromalleolar region are 
red and are painful on deep pressure. From these 
parts the inflammation extends to the inner surface 
of the calf, which is cedematous and painful. The 
external surface of the calf is frequently almost 
normal. The spontaneous pain is very severe. 
Operation should be performed without delay. 
Sometimes the X-ray is of aid in demonstrating 
the signs of decalcification of the astragalus or meta- 
tarsal osteitis. 


The treatment indicated is immediate wide inci- 
sion and vaccine therapy. Small incisions merely 
waste time. When the tendons are involved Le- 
céne’s rules for incision of the hand should be fol- 
lowed. Wide exposure is imperative. A tourniquet 
should be applied to clear the operative field. Gen- 
eral anesthesia is best. 

In cases of marginal abscess with pus in the 
sheaths of the abductor of the fifth toe, early and 
wide incision is usually sufficient. 

In cases of deep plantar abscess without involve- 
ment of the tibiocalcaneo-astragalar canal, the sole 
of the foot should be incised from one end to the 
other in the direction of the greatest pain. The in- 
cision should extend to the tibiocalcaneal canal, but 
should be stopped there if there is no further exten- 
sion of pus. When dorsal cedema is present, it is 
advisable to make a dorsal counter-incision. ‘The 
wound may be kept open with gauze or a drain. 

In cases of diffuse plantar phlegmon involving 
the tibiocalcaneo-astragalar canal and the leg, the 
point of attack should be in the retromalleolar re 
gion. A curved incision should be made around the 
malleolus, in front of the vessels. After exposure 
of the tendons by sectioning first the superficial 
leaf and then the deeper leaf of the annular liga- 
ment the tendon sheaths should be opened and any 
pus that has collected should be evacuated. The 
knife should then follow the path of the infection 
first toward the sole and then toward the leg. 
Toward the sole it is well to explore with a curved 
retractor. 

When the pus has extended along the flexor tendon 
of the great toe, the incision should be extended 
along this tendon to the digitoplantar fold. 

When the suppuration has centered in the sole, 
the incision should be made parallel with the third 
interosseous space. 

The incision should be deep, but should be stop- 
ped as soon as the pus is reached. 

If the infection has spread to the leg, the incision 
should be made along the internal surface of the 
tibia, the tibial insertions of the soleus muscle de- 
tached, and the deep vasculonervous bundles of the 
leg exposed. Such an incision must be about 30 
cm. long. 

If there is a large quantity of pus and it has 
spread in front of the tendon of Achilles, an ex- 
ternal counter-incision should be made behind the 
fibula. 

When there is synovitis of a toe or infection of a 
crushed toe, the incision should be begun at the 
site of the lesion and continued in the direction of 
the calcanean canal to healthy tissue. If the in 
fection has spread to the leg, the incision should be 
continued to the calf. 
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Osteo-articular complications are common. When 
such complications are present it is advisable first 
to open the tibiotarsal joint and remove astragalus 
for drainage. If osteitis has begun, amputation is 
necessary. In fact, amputation is advisable even 
in the presence of only tibiotarsal arthritis if the 
general symptoms are severe. 

The postoperative care is important. The dress- 
ings should be changed daily, and if there is a 
tendency toward equinism a small elastic corrective 
apparatus should be applied. 

EpitH SCHANCHE Moore. 


Bakay, L., and Klimko, D.: The Importance of 
Tetanus Infection in Hungary (Ueber die Bedeu- 
tung der Tetanusinfektion in Ungarn). Orvosképzés, 
1933, XXUI, I. 

Unofficial reports of tetanus cases in Hungary 
were studied from various points of view, but not 
all of the data were clear enough to be of much 
value. In the period from January 1, 1928 to May, 
1931, 1,103 cases of tetanus were reported to the 
government authorities. Seven hundred and forty- 
two were those of males. Nine hundred and eighty- 
eight cases—603 of which terminated fatally and 
385 of which were cured—were available for further 
investigation. During the second half of the year 
1931 and several months of 1932, 374 additional 
cases were reported, but the 2 series of cases were 
worked up separately. 

In the first series, the lowest morbidity was shown 
by the capital, Budapest, with only 2 cases in a 
population of 928,988. In this connection it was 
found that, according to investigations made by 


Kerekes, 70 per cent of samples of street dirt from 
Budapest, 71 per cent of samples of dirt from gar- 
dens and fields, and 70 per cent of samples of dirt 
from footwear contained tetanus spores. 

The difference in the nature of the soil explains 
the variation in the incidence of the infection in 


different regions. In the majority of cases the site 
of entrance of the spores was a very small wound 
which, at the beginning of the infection, was barely 
visible or had already healed. Of the first series 
of cases, tetanus neonatorum occurred in 46, caus- 
ing 41 deaths, and of the second series, in 17, caus- 
ing 17 deaths. Of the first series, tetanus puerperalis 
occurred in 3 with 2 deaths, and of the second 
series, in 4 with 4 deaths. The lowest numbers of 
infections (29 and 25) occurred during the months 
of December and January, and the highest numbers 
(184 and 215) during June and July. The infections 
occurred most frequently during the first and second 
decades of life—249 and 97 cases, and 173 and 83 
cases respectively. The mortality was highest in 
the cases of persons over seventy years and under 
one year of age, and lowest in the second and third 
decades of life. The infection was most common 
in persons who worked in the fields and the members 
of their families or households. Most frequently 
the tetanus had its origin in an injury of the foot, 
and next most frequently in an injury of the hand. 
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The mortality was higher the closer the injury 
to the spinal cord, but injuries of the cord were 
very rare. 

The period of incubation was longest after injury 
to the most remote peripheral parts of the body, 
and the prognosis most unfavorable in cases with 
a short incubation time. In the first series of cases 
there were 176 with an incubation time of five days 
or less and a mortality of 86.9 per cent. In the 
second series there were 70 such cases with a mor- 
tality of 72.8 per cent. In the first series the dis 
ease developed after twenty days in 45 cases, and 
in the second series, in 42 cases. The mortality 
in these cases was 31.1 and 42.8 per cent. 

In cases not treated with serum the mortalit; 
was definitely higher. Of 33 such cases in the firs! 
series, all were fatal, and of 25 in the second series 
18 were fatal. The best results were obtained b: 
combined subcutaneous, intralumbar, and _intra- 
venous injections of serum. In addition to the us: 
of serum, simultaneous treatment with magnesiun 
sulphate, morphine, and chloral hydrate is advis 
able. In the first series of cases reviewed the mor 
tality in cases receiving this additional treatment: 
was 40 per cent, and in the second series, 50 per 
cent. Of 372 cases in which the dose of serum used 
was recorded, it was insufficient in 50 per cent 
The authors believe that most of the remedies which 
affect the nervous system have a toxin-mobilizing 
effect in the sense in which that term is used by 
Defour, as they break up the union of the toxin 
with the brain substance. 

The data concerning prophylactic injections of 
serum are very incomplete. Frequently, for eco- 
nomic reasons, antitoxin could not be administered 
even when tetanus had already developed. How- 
ever, in the first series of cases, there were 12 in 
which prophylactic injections were given with 
deaths (incubation time in 1, three days, and in 2, 
five days) and in the second series, 4 cases in which 
they were given with 1 death. In addition to in- 
struction of the peasants with regard to preventive 
measures suited to local conditions, the importance 
of proper footwear during work in the fields is 
stressed. However poor the economic conditions in 
the country may be, the wearing of shoes or boots 
in the fields is not a luxury, but a necessary pro 
tection against most serious infections. If this had 
been more generally recognized in the pst, the in- 
cidence of tetanus would have been 50 per cent 
lower. The tetanus problem in Hungary is 50 per 
cent a footwear and economic problem. 

ENDRE MAKAI (Z). 


ANESTHESIA 
Schley, W.: Pathologico-Anatomical Findings in 
Avertin Deaths (Ueber pathologisch-anatomisc 
Befunde bei Avertintoden). Zentralbl. f. Pat): 
1933, lvili, 164. 
After reviewing the literature on avertin deaths, 
first discussing the cases with injuries of various 
organs and then especially those with fatal liver and 
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kidney changes, the author reports two cases of the 
latter type. 

The author’s first case was that of a forty-two- 
year-old man ‘in good general condition who was 
operated upon for duodenal ulcer. Anesthesia was 
induced with 8.32 gm. of avertin and 100 gm. of 
ether. The resection was accomplished without 
difliculty. On the second postoperative day urinary 
suppression: began and sixty-five hours after the 
operation death occurred with the signs of renal 
insufficiency. At autopsy the operative field was 
found intact and free from signs of peritonitis. 
Histological examination disclosed a cloudy swelling 
of the damaged urinary tubules, fatty degeneration 
of other portions of the tubules, fatty infiltration in 
the large lobules of the liver, degeneration in the 
central portions of the liver, and fine fatty degenera- 
tion of the muscle fibers of the heart. 

The second case was that of a fifty-five-year-old 
man with a rectal carcinoma who received 0.08 gm. 
of avertin per kilogram of body weight. The opera- 
tion was performed without difficulty. The next 
day urinary suppression began and soon afterward 
death resulted. At autopsy the peritoneum was 
found smooth and shiny. The liver was very large 
and was yellow’ because of fatty changes. The 
kidney parenchyma appeared cloudy. Fatty degen- 
eration of the liver was shown also by microscopic 
examination. The change was of the type of large- 
drop fat infiltration. In the kidneys the glomeruli 
were compact and cellular and presented the picture 
of an acute glomerulonephritis. In the damaged 
tubuli the epithelium was cloudy and the fatty 
changes were slight. 

These cases demonstrate that avertin has a toxic 
effect on the liver and kidneys manifested by degen- 
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eration changes and acute glomerulonephritis. Aver- 
tin is recommended as a basal narcotic, but should 
not be used in the cases of patients with organic 
damage. BANIEcKI (G). 


Foss, H. L., and Schwalm, L. J.: The Relative 
Merits of Spinal and Ether Anesthesia. J. 
Am. M. Ass., 1933, Ci, 1711. 

This report is based on 4,000 consecutive opera- 
tions, one-half of which were done under ether and 
one-half under spinal anesthesia. 

Deaths in the operating room were 10 times more 
common when ether was used than under spinal 
anesthesia. 

Postoperative deaths within the first few days 
were likewise more frequent after the use of ether. 
The ultimate death rate in the hospital and the num- 
ber of deaths from postoperative pulmonary com- 
plications did not suggest that postoperative com- 
plications of any importance, either early or remote, 
were more frequent following either form of anes- 
thesia. 

The patients usually preferred spinal anaesthesia, 
especially those who had previously experienced 
both forms. While there is some evidence to suggest 
that certain spinal cord changes may follow the in- 
jection of procaine hydrochloride into the sub- 
arachnoid space, it is still unknown whether such 
changes are common, permanent, or of any special 
importance. The authors consider spinal anesthesia 
to be as safe as ether and a great deal more con 
venient and helpful. It can be used more or less 
routinely for operations below the diaphragm, 
and is the anesthesia of choice in most acute 
abdominal emergencies. 

GEorGE R. McAuttrr, M.D. 
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Ruggieri, E., and Zanetti, S.: Experimental Re- 
searches on the Use of Thorotrast by the In- 
traperitoneal and Intrapleural Routes (Ri- 
cerche sperimentali sull’impiego del thorotrast per 
via intraperitoneale ed intrapleurica). Ann. ital. 
di chir., 1933, Xii, 853. 

Ruggieri and Zanetti carried out a series of experi- 
ments on rabbits to check the results obtained by 
other investigators by the intraperitoneal and sub- 
cutaneous injection of thorotrast and to determine 
whether injections of this contrast medium into the 
pleural cavity might be of advantage. In addition, 
they made histological studies to determine the 
effect of the injections on the major organs. 

As a rule the intraperitoneal injection of thoro- 
trast results in very clear visualization of the ab- 
dominal viscera. By means of it also the cavitary 
lymphatic trunks are rendered visible although they 
are less distinct than the organs. 

The viscera are rendered opaque by resorption of 
the contrast medium by the mesenchymal cells of 
the reticulo-endothelial system, the investing cells 
of the serosa, and the lymphatics. The first two of 
these groups of cells have a phagocytic action, 
whereas the lymphatics seem to have a double 
function—direct absorption and transportation of 
cells infarcted with granules. 

The authors found that when thorotrast was in- 
jected into the pleural cavity the pleuropulmonary 
lymphatics and the glands of the hilum were ren- 
dered visible. The absorption of the thorotrast 
granules is carried out by histiocytes and lymphatic 
elements. As in the peritoneal cavity, the histio- 
cytes seem to have a phagocytic function and the 
lymphatics an absorption and transportation func- 
tion. 

With regard to the elimination of thorotrast there 
is considerable difference of opinion. By many, 
thorium is believed to be excreted through the liver 
and small intestine. Having found black granules 
in the kidneys, the authors are of the opinion that 
these organs may be active in the process. 

In their histological studies of the organs following 
the use of thorotrast the authors found that whether 
the thorotrast was injected by the intraperitoneal or 
the intrapleural route, it produced notable organic 
changes. In the animals receiving intraperitoneal 
injections, all of the organs examined showed vascu- 
lar congestion, changes were found in the hepatic 
cells, the kidneys showed severe lesions of the 
glomerular tubules, zones of atrophy were found in 
the suprarenals, and the lungs contained numerous 
thromboses. In the animals receiving intrapleural 
injections, all of the organs examined showed less 


severe congestion, the kidneys presented distinct 
though less marked glomerular changes, the hepatic . 
cells showed the same changes as those noted in the 
animals given intraperitoneal injections, signs of 
injury were apparent in the myocardial fibers, and 
multiple thromboses were found in the lungs. 

The intraperitoneal injections were made on three 
consecutive days with 1 c.cm. of thorotrast diluted 
one-half with a 5 per cent sterile glucose solution 
The pleural injections were made with 1, 2, and ; 
c.cm. of thorotrast of different strengths. The 
optimum visibility was obtained with 2 c.cm. ani! 
after about ten days. James T. Case, M.D. 


Barsony, T., and Koppenstein, E.: The Roentgen- 
ologically Demonstrable Anatomical Cardia 
(Die roentgenologisch sichbare anatomische Ka; 
dia). Acta radiol., 1933, xiv, 335. 


The authors regard the new theories concerning 
the roentgenology of the normal cardia to be in 
correct. They claim that the roentgen pictures 
which, according to Palugyay, show the mechanism 
of the normal cardia represent not the cardia, but 
the intra-abdominal portion of the cesophagus 
Roentgenographic demonstration of the normal 
cardia is impossible by our present means. However, 
the cardia can be demonstrated under certain path- 
ological conditions, viz.: (1) hernia of the cesophag 
eal opening, (2) certain functional constrictions of 
the cardia, and (3) certain postoperative changes 
in the stomach. 


Martin, H. E.: Radiation Therapy in Skin Cancer. 
Am. J. Cancer, 1933, Xix, 605. 


Fewer technical difficulties are encountered in the 
treatment of skin cancers than in the treatment of 
neoplasms elsewhere. However, the size of the le 
sion, the amount of infiltration, the irregularities o/ 
contour, and the proximity of radiosensitive or vital 
structures may increase the difficulties and influence 
the choice of method. 

While a lethal dose must be given to the depth o/ 
the lesion, it is important to avoid injuring the 
structures just beneath to a degree beyond possible 
repair. This necessitates an accurate knowledge o! 
the depth of infiltration, the physical principles o/ 
distance, filtration, and voltage, and the manner ani! 
extent to which these factors influence the intensit, 
of the irradiation. 

Martin recommends an initial massive dose de 
livered at one sitting. If this dose must be repeate:| 
or supplemented, the original treatment was a pi 
tial failure. At the Memorial Hospital, New York, 
the most commonly used applications in the treat 
ment of skin lesions are radon plaques, an unfiltered 
radon bulb, gold seeds, X-rays, surface contact ap 
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plicators, and the radon tray. The use of the X-rays 
is limited to the basal-cell carcinoma with a large 
surface area (from 6 to 20cm.). From 4 to 6 erythe- 
ma doses (2,500 to 3,500 r units) are administered 
at a target-skin distance of 20 cm. with a voltage of 
:4o peak kv. and an aluminum filter of 1 mm. 

The radon plaques are shallow, box-shaped con- 
tainers made of brass 1 mm. thick. Into these con- 
tainers radon in “platinum tubes” is placed. This 
gives a total filter equivalent to 3 mm. of brass. The 
plaques are used on lesions varying from 0.5 to 3 cm. 
in diameter. Elevated lesions should first be de- 
stroyed to the skin level by endothermy and then 
treated with from 1,000 to 1,500 mé.-hrs. at a dis- 
tance of 1 cm. 

The use of gold seeds is indicated especially for: 
(1) small lesions on a surface with an irregular con- 
tour; (2) small lesions near sensitive structures, such 
as lesions on the palpebral margins of the eyelid; (3) 
deeply infiltrating solid carcinoma recurring after 
surgical removal; and (4) deeply infiltrating car- 
cinoma of the lip. In the last condition the seeds 
are used to supplement the surface contact irradia- 
tion. 

The glass bulb is adapted only to institutions like 
the Memorial Hospital, New York. In the latter in- 
stitution it is made up about once every three weeks. 
The bulb, equipped with a long handle, is made up 
with radon to the strength of from 300 to 500 mc. 
By its use, small, early basal-cell cancers and pre- 
cancerous lesions can be treated in rapid succession 
by one man. As the average dose is from 250 to 400 
mc.-min. and each lesion requires only from one to 


two minutes, from forty to fifty cases may be 
treated with one bulb. Cuaries H. Heacock, M.D. 


MISCELLANEOUS 


Scharnagel, I. M.: The Treatment of Malignant 
Melanomata of the Skin and Vulva at the 
Radiumhemmet, Stockholm. A c/a radiol., 1933, 
xiv, 473. 

Following a brief review of the literature on 
methods and results of treatment of malignant 
melanomata of the skin, the author reports upon the 
seventy cases treated at Radiumhemmet in the 
period between January 1, 1921, and July 1, 1930. 
In all except six of the cases, which were fatal, the 
diagnosis of malignant melanoma was made by 
histological examination. Three of the patients had 
distant metastases, and thirty-three had metastases 
in the regional lymph nodes at the time of their 
admission to the hospital. 

In forty-five cases the treatment was electro- 
endothermy combined with irradiation; in four 
cases, electro-endothermy alone; and in twenty-one, 
irradiation alone. In the cases treated by irradia- 
tion alone the condition was inoperable or advanced. 

The incidence of three-year cure in the seventy 
cases was 45.7 per cent. In forty-nine cases the in- 
cidence of five-year cure was 38.7 per cent, and in 
seventeen cases the incidence of ten-year cure was 
35 per cent. 

The author concludes that the treatment of choice 
is the combined method, and that operable metas- 
tases should be treated by dissection and irradiation. 
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CLINICAL ENTITIES—GENERAL PHYSIO- 
LOGICAL CONDITIONS 


Kiewe, L.: The Question of ‘‘Embryonal Injury”’ as 
the Cause of Congenital Deformities and Dis- 
eases (Zur Frage der ‘Fruchtschaedigung” als 
Ursache angeborener Deformitaeten und Krank- 
heiten). Ztschr. f. orthop. Chir., 1933, lix, 305. 


Injuries from insufficiency of the amniotic fluid 
are rarely demonstrable in the first embryonal 
period. The insufficiency is based on pathological 
processes which run their course in the ovum, fetus, 
and fetal membranes. Kiewe has observed mal- 
formations and twin pregnancy in the same family 
ten times. He raises the question whether hydram- 
nios and malformation are not similar and the result 
of a similar cause. The amniotic crowding and pres- 
sure of Murk Jensen are designated as factors be- 
lieved to be responsible for all congenital malforma- 
tions. The arguments against the mechanical ex- 
planations are summarized at the end of the first 
part of the article. 

Among the strictly traumatic causes of injury of 
the embryo, Kiewe mentions attempted abortion. 
Malformations due to ruptures of the placenta or 
loosening of the fetal membranes have been recog- 
nized. Kiewe attributes ‘‘ maternal impressions” to 
circulatory contractions of the uterus or the hor- 
monal chemical changes in the blood suggested by 
Bromann. He reports three cases of psychic trauma 
during the teratogenetic termination period in which 
there were, respectively, disturbances of the central 
nervous system, hypoplasia of the femur, and con- 
genital dislocation of the hip. He cites also a case 
of spastic hemiplegia and cataract following ne- 
phritis in the mother. 

Syphilis is not regarded as of great importance in 
congenital deformities. Whether we are dealing 
with a general degenerative injury of the embryo or 
a specific disease remains undecided. The occurrence 
of X-ray and radium injuries of the embryo (central 
nervous and visual systems, ‘‘ X-ray children’’) has 
been proved both by experimental studies and 
clinical experience. Kiewe warns against roent- 
genography of the lower spine and the pelvis during 
the first three months of pregnancy. 

He next discusses embryonal injury due to fac- 
tors of a non-mechanical nature. He states that 
ectopic pregnancy permits pathological ova to 
develop. Choriodecidual diseases are the result 
of affections of the uterus. They cause faulty im- 
plantation, disturbances of nutrition, and chemical 
or osmotic influences. Like the deformities of the 
embryo, insufficiency of amniotic fluid and anoma- 
’ lies of the amnion are to be regarded as the results 
of such conditions. Recently, the importance of 


oxygenation has been emphasized. Zangemeister 
refuses to regard endometritic changes as a factor 
in embryonal injury. With regard to this problem 
as well as with regard to actinic injury an “all or 
nothing” point of view is not permissible. There are 
sufficient grounds for the assumption that, before 
birth, pathological influences may be manifested 
differently in the different organs undergoing de 
velopment depending upon the phase of their 
development. Kiewe calls the “‘teratogenetic te: 
mination period ”’ the “critical period of sensitivity.”’ 
In the third part of the article the author reports 
clinical observations made by himself and others 
He considers them very inadequate as regards fetal 
disturbances caused by disease of the uterus. \t 
any rate, he considers the important influences on 
the embryo to be proved. The chief factors are 
abortions, curettage, unfavorable placental inser 
tion, disintegrated uterine mucosa, the preclima: 
terium, late births following a long period of ste: 
ility, metabolic disturbances of the placenta due to 
myoma, various congenital affections in the family, 
and an abnormal course of pregnancy or labor in 
the same person or in relatives. Among “social in- 
fluences,’ Kiewe includes only conditions which 
lead directly to abortion or embryonal injury. Ile 
regards attempts at abortion as a factor in the 
development of malformations (extramembranous 
pregnancy, the diffusion of medicaments, early 
undernourishment of the embryo). A too short 
convalescent period during the puerperium appe:rs 
to him to be responsible for the relatively high in 
cidence of malformations in the children of laboring 
and rural populations. Gonorrhoea as the primary 
affection must not be overlooked. The importance 
of the internal secretion of the endocrine glands is 
little understood. ‘To explain chondrodystrophy, 
Kiewe assumes that the genes for the cartilage 
formation were pathological. In conclusion he sug 
gests that the aging ovary may yield primari! 
changed germ cells. H. LANDWERR (Z). 


Kormos, A.: The Hzmostatic Effect of Intra- 
venously Injected Hypertonic Sodium Chloride 
Solution (Die blutstillende Wirkung der intra 
venoes injizierten hypertonischen Kochsalzloesunz 
Orvosi hetil., 1933, Pp. 705. 

The experiments previously carried out with r 
gard to the hemostatic effect of intravenous! 
injected hypertonic sodium chloride solution were 
usually limited to determinations of the coagulatic 
time, the individual factors of the complicate: 
process of coagulation not being considered. Ther 
fore the author studied the problem with regard |: 
the coagulation time, bleeding time, refraction «| 
the serum, fibrinogen, thrombin content, blood ca! 
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cium, sedimentation time of the erythrocytes, num- 
ber of white blood cells, and number of thrombocytes. 

rhe investigations were carried out on patients 
who were not’ bleeding and belonged to the group of 
neurasthenics, hysterical persons, and persons with 
ptosis of the stomach. From one to two days pre- 
vious to the experiment as well as during the time of 
the investigations, no drugs were given, and during 
the first three hours of the investigation no food or 
drink was allowed. The relationship of the change in 
value of the individual factors of coagulation was 
also determined. 

The results demonstrated definitely a haemostatic 
ellect of intravenously injected hypertonic sodium 
chloride solution. Half an hour after the injection 
the coagulation time and bleeding time were short- 
ened. The refraction of the serum (hydremia), 
fibrinogen, plasma calcium, number of erythrocytes, 
and number of thrombocytes were diminished; the 
thrombin content and apparently also the number of 
leucocytes showed an increase; and the sedimentation 
time of the erythrocytes was unchanged. These 
phenomena began to disappear after one hour, and 
the reaction was completed after three hours. 

EMMERICH ILLés (Z). 


Newell, R. L.: Coccygeal Sinus. Brit. J. Surg., 1933, 
XXl, 219. 

Following a discussion of the various theories 
regarding coccygeal sinus and a review of the symp- 
toms, histology, etiology, and treatment, the author 
briefly reports eleven cases, all those of women, and 
draws the following conclusions: 

1. Coccygeal sinus must be regarded as due to a 
defect in embryonic development. It is probably 
the result of traction on the skin caused by retro- 
gression of the tail bud. 

2. The treatment indicated is removal of the 
entire sinus together with that portion of the median 
raphé which contains the origin of the condition. 

3. The extent of the sinus may be difficult to 
recognize without X-ray examination preceded by 
the injection of lipiodol. 

4. The dissection is rendered easier by an injec- 
tion of paraffin wax immediately prior to the 
operation. Cart R. STEINKE, M.D. 


Furth, J., Seibold, H. R., and Rathbone, R. R.: 
Experimental Studies on Lymphomatosis of 
Mice. Am. J. Cancer, 1933, xix, 521. 


Studies were made with five strains of lympho- 
matosis which developed spontaneously in three dif- 
ferent stocks of mice. These strains were transmitted 
by cutting up in Locke’s solution portions of lymph 
nodes, spleen, or lymphomatosis tumor and making 
an injection directly into the groin or axilla for sub- 
cutaneous inoculation or filtering and injecting into 
the tail vein for intravenous transmission. 

The incidence of successful transmission ranged 
from 19 to 78 per cent, depending on the strain used, 
whether a subcutaneous or intravenous injection 
was done, and whether or not the host was irradiated. 
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The strains all produced different varieties of 
lymphomatosis and preserved these differences 
through many successive animal passages. Strain A 
35 produced a pronounced blood-stream invasion— 
from 400,000 to 600,000 lymphatic leukaemia cell 
counts with no tendency to infiltrate or form tumors 
in the body organs. Strains S 27 and AK 30 showed 
much less ability to invade the blood stream, but 
frequently produced a moderate increase in the cir- 
culating lymphocytes in addition to local tumors and 
infiltrations. Another strain produced local gland 
infiltrations with tumor formation but very little 
blood-stream invasion. The fifth strain produced 
systemic infiltrations--sometimes pleural or perito- 
neal effusions with scant involvement of the blood. 
The strains infiltrated particular organs, that is, 
produced tumors of the kidneys or ovaries, infiltra- 
tion of muscles or of the spinal cord, or hamorrhagic 
tumors which characterized one or two strains and 
not the others. 

Two strains could be transmitted to all stocks of 
mice, whereas three could be transmitted only to 
mice which were closely related. 

On the basis of these observations, the authors 
suggest a simplification of the terms applied to these 
diseases. As the localization in lymph glands, blood 
stream, and other organs is not specific, but de- 
pends on the character of the invading cell and free 
entrance into the circulation, many different tumors 
represent different manifestations of the same proc- 
ess. The authors suggest the following use of the 
following terms: 

“Lymphoma” for any tumor composed of lym- 
phocytes. The terms “lymphocytoma,” “lympho- 
sarcoma,” and “leucosarcoma”’ should be dropped. 

“Lymphomatosis”’ for the systemic disease now 
termed “lymphatic leukemia,” “aleukamic lymph- 
adenosis,” and ‘‘pseudoleukemia.”’ 

“Leukemic,” “subleukemic,” and ‘aleukemic”’ 
to represent respectively greatly increased, moder- 
ately increased, or scanty blood involvement, dif- 
ferent signs of the same disease, lymphomatosis. 

The smaller the inoculating dose the fewer the 
transmissions. The low point is about 1,000 lympho- 
cytes injected intravenously. ‘his number is neces- 
sary to reproduce the disease. 

If plasma separated from the cells is injected, no 
takes follow. Neither are there any takes when the 
cells are ground up, a fact indicating the absence of 
an intracellular virus. 

The transmissible material is killed by drying, the 
addition of glycerin, incubation, and adequate freez- 
ing and thawing. These procedures fail to affect 
most viruses. The authors believe that the disease is 
transmitted directly by the injection of material 
containing only viable lymphocytes and is truly a 
neoplastic process. ‘They therefore propose to drop 
the term “lymphoblast” and designate as ‘leukw- 
mic lymphocytes” the cells which, as invasive 
lymphocytes, form metastases. These cells have 
limited powers of maturation, and when they mul- 
tiply their charactcristics persist. 
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These attributes separate the disease from leuco- 
cytosis, agranulocytosis, granulocytopenia, per- 
nicious anemia, and aplastic anemia. The authors 
believe that the term ‘‘acute lymphatic leukemia,” 
which has been used by some to connote an infectious 
process, should not be employed since, according to 
their findings, “duration of illness is not a trust- 
worthy index of differentiation of leukaemia.” 

It is well known that irradiation injures the blood- 
forming organs. It affects first the lymphatic sys- 
tem, causing degeneration of the follicles in the 
spleen and lymph nodes and a decrease in the num- 
ber of lymphocytes. X-ray irradiation also increases 
the susceptibility of animals to transmissible lym- 
phomatosis. If mice are irradiated soon after or 
before inoculation, otherwise resistant strains may 
develop lymphomatosis. The authors believe that 
these two observations have little in common, and 
that the influence of the X-rays on susceptible ani- 
mals does not have any relation to the therapeutic 
use of X-ray irradiation in leukemia, as the animals 
with leukemia are resistant to lymphomatosis. 

The multiplication of leukaemic cells cannot be 
prevented by sublethal doses of X-ray irradiation. 

Irradiation with a sufficient number of units to 
destroy most of the lymphocytes of healthy mice 
and cause atrophy of the lymphatic tissues did not 
prevent multiplication of leukemic cells when it 
was applied shortly after inoculation. This fact sug- 
gests that normal lymphocytes are at least as sus- 
ceptible to irradiation as malignant lymphocytes. 

Treatment of inoculated mice by X-ray irradiation 
prolongs the duration of the illness by from 20 to 50 
per cent, but does not prevent a fatal termination. 

Harry C. SAttzstetn, M.D. 


Desjardins, A. U.: Radiotherapy as a Method of 
Identifying Certain Varieties of Tumor. J. Am. 
M. Ass., 1933, Ci, 1705. 


Heretofore, microscopic examination by a com- 
petent pathologist was the only means available 
whereby neoplasms could be identified accurately. 
This procedure is of great diagnostic aid. However, 
the author believes that the average physician has 
come to rely too blindly and implicitly on the 
pathologist’s report and tends to disregard signifi- 
cant physical, clinical, and roentgenological data 
which conflict with the pathologist’s interpretation 
and if analyzed would lead to a more accurate 
diagnosis than blind reliance on the pathologist’s 
opinion. 

The difficulties which the pathologist encounters 
are brought out. Being human, he is subject to 
error. Commonly, too much is expected of him. 
Moreover, the tissue given him for examination may 
not be representative of the entire tumor. 

Desjardins calls attention to the fact that there 
is now available another method for the identifica- 
tion and classification of certain varieties of neo- 
plasms, viz., the reaction of these tumors to the 
roentgen rays and radium. While this method is 
not nearly so generally useful as the pathological 
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method, within its own range it is as dependable as, 
and sometimes more dependable than, examination 
with the microscope. Desjardins emphasizes that 
it is effective and dependable only when it is used 
by an experienced radiologist. 

It is based on the fact that each variety of cell in 
the body has a specific range of sensitiveness to the 
roentgen rays or radium. Because of this fact, the 
rate of regression of a tumor subjected to radio- 
therapy furnishes information as to the species of 
cells of which the tumor is chiefly composed. 

Lymphoid cells are the most sensitive to irradia- 
tion, bone and nerve cells the least sensitive, and 
epithelial cells about intermediate between these 
two groups. 

In tumors derived from radiosensitive cells, such 
as Hodgkin’s disease, lymphatic or myelogenous 
leukemia, lymphosarcoma, embryonal carcinoma 
(often miscalled ‘‘sarcoma’’) and mixed or teratoid 
tumor of the testis, and diffuse endothelioma (endo 
thelial myeloma) and chondrosarcoma of bone, 
radiotherapy can almost always be depended upon 
to furnish absolute diagnostic indications, irrespec 
tive of clinical or pathological observations. by 
radiotherapy alone, the radiologist can distinguish 
lymphoblastoma from tuberculous adenitis, embry 
onal carcinoma or a mixed (teratoid) tumor from 
tuberculosis of the testis, and diffuse endothelioma 
of bone from chondrosarcoma or osteogenic tumor. 

In other varieties of tumor, radiotherapy may 
furnish information which, correlated with clinical, 
physical, and roentgenological data, will determine 
the diagnosis without a biopsy or an abdominal 
laparotomy. 

The author cites five cases to show the diagnostic 
value of radiotherapy. In the first case it proved 
the condition to be a lymphoblastoma although at 
operation both the surgeon and pathologist believed 
it to be a carcinoma. In the second, it established 
the diagnosis of abdominal lymphoblastoma after 
the patient had been unnecessarily subjected to an 
exploratory laparotomy. In the third case it estal- 
lished a similar diagnosis without operation in the 
presence of abdominal masses and chylous fluid in 
both pleural cavities. In the fourth case, it differ 
entiated mediastinal tuberculous adenitis from other 
mediastinal processes, and in the fifth case it differ 
entiated chondrosarcoma from diffuse endothelioma 
of bone. 


Glasunow, M.: Immature, Localized, and De- 
structive Rhabdomyoblastoma (Ueber unreilc, 
begrenzt und destruierend wachsende Rhabdomy0 
blastome). Frankfurt. Ztschr. f. Path., 1933, xlv, 325. 


This article is of interest to gynecologists because 
the rhabdomyoma may develop in the uterus (nine 
of thirteen women with such a tumor were between 
thirty and sixty-five years of age), in the urinary 
bladder, and in the vagina (in children up to the 
tenth year). Some of the tumors of this type belong 
to the myoblastomyomata of Abrikossoff, which are 
to be regarded as benign. However, there are malig- 
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nant rhabdomyomata with round cells, polymorphic 
cells, spindle cells, and myxomatous and fibromatous 
varieties. The polymorphic variety was described by 
Montpeillier as typical. 

The malignant character of the rhabdomyoblas- 
toma is apparent in the protoplasm, especially in 
areas with a well-developed intercellular fibrillar 
substance. Heidenhain’s hematoxylen stain shows 
black chains, transversely striated fibrils, and nuclei 
with a granular, reticulated structure. The spindle- 
shaped cells are frequently extremely long. The 
protoplasm is reticular and in stripes or cylinders and 
transversely striated. At times it is so extremely 
vacuolated that the fibers appear to be hollow. In 
addition, there are giant cells with single and multi- 
ple nuclei. During mitotic division the surfaces of 
the equatorial plates are vertical to the long axis of 
the cells. At times the fibrils are argentophile. The 
most important finding is the occurrence of myo- 
fibrilla in various stages of differentiation. 

Of the six tumors the histological structure of which 
is described by the author in detail, two were myo- 
blastomyomata (Abrikossoff). One was typical and 
the other atypical and immature. The typical tumor 
occurred on the tongue, and the atypical tumor 
originated as a polyp of the vocal cord. The remain- 
ing four tumors were examples of more or less imma- 
ture malignant rhabdoblastomata. Three developed 
on the lower extremities and one on the tongue. 

Because of their variable character, these tumors 
formerly escaped recognition. Some are dysonto- 
genetic (Abrikossoff’s cases), and some arise as 
regenerations of the transversely striated muscula- 
ture, usually on the surface of the muscles following 
trauma. The tumors in the region of the urogenital 
system are dysontogenetic. R. MEYER (G). 


Rowland, R. S.: Schueller-Christian Disease. Am. 
J. Roentgenol., 1933, Xxx, 649. 


Sixty cases of Schueller-Christian disease or Chris- 
tian’s syndrome of defects of membranous bones, 
exophthalmos, and diabetes insipidus, a special form 
of xanthomatosis, have been recorded. ‘The disease 
is a rare, probably familial, constitutional disorder 
of metabolism in which a deposition of lipid mix- 
tures, particularly cholesterol and its ester, leads 
to characteristic hyperplastic changes in the reticulo- 
endothelial or the histiocytic apparatus. Our knowl- 
edge of the metabolism and chemistry of the con- 
dition is incomplete. The suggestion has been made 
that the disturbance of equilibrium is in some way 
related to a disturbance of liver function. Pathologi- 
cal examination reveals, first, masses of foam cells 
or histiocytes loaded with fat in the tissues sur- 
rounding the small blood vessels, and later, lipoidal 
granuloma-like accumulations of a peculiar type 
which produce pressure atrophy or other pressure 
effect on the contiguous tissues. 

Asa rule, three cardinal symptoms—-bone defects, 
exophthalmos, and diabetes insipidus—are present, 
but no one of these is essential and there are others 
which sometimes seem to be of equal importance. 
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The most frequently observed form of the condi- 
tion occurs in early childhood. Following one of the 
common childhood diseases, convalescence is pro- 
longed and characterized by increased irritability, 
excessive thirst, exophthalmos, soreness of the 
mouth with loosening of the teeth, and vague pains 
referred to various parts of the body. On X-ray 
examination, bone defects are found, chiefly in the 
membranous and flat bones. ‘The exophthalmos is 
the result of the accumulation of lipid granuloma 
in the orbits. The disease is progressive. Growth 
is arrested and emaciation occurs. Respiratory 
symptoms develop; the child becomes cyanotic and 
dyspnoeic or very pale and anemic. Frequently 
death results after from two to four years from 
respiratory and cardiac complications or severe 
anemia. 

In the occasional adolescent forms of the disease 
the bone defects, exophthalmos, and diabetes are 
progressive, but at times show remissions. Growth 
is arrested and the child becomes suddenly fat, ‘The 
obesity has the characteristics of a dystrophia adi- 
posogenitalis with signs of mental retardation. ‘The 
disease may not prove fatal until the second or third 
decade of life. 

In the rare adult form of the disease there may be 
a polyglandular syndrome characterized particu- 
larly by involvement of the hypophysis, tuber 
cinereum, and base of the brain. ‘The fact that 
invasion of the lipoidal granulation tissue has been 
found in all of the glands of internal secretion sug- 
gests that the endocrine disturbances are the result 
of the lipidosis. In one case, the hypophyseal ca- 
chexia of Simmonds was observed, and in others, 
acromegaly with lipemia and glycosuria. 

Of chief importance from the roentgenological 
standpoint is the pressure atrophy of the bones. 
Roentgenograms reveal large and small areas of 
bone destruction or defects with sharply defined 
borders in the calvarium and in the base of the skull 
and involvement of the sella turcica, sinuses, orbit, 
mastoid, and facial bones. The destructive changes 
have been compared to moth-eaten holes in a piece 
of flannel. Less extensive changes are found in the 
flat bones of the pelvis, scapula, ribs, and vertebrie, 
and less frequently in the long and short bones. 
In the attempt at repair, large areas of fibrosis and 
dense osteoid tissue are formed. 

In conclusion the author states that the symp- 
toms, endocrinological features, and roentgenologi- 
cal findings seem to be the outcome of the general 
pathological changes produced by the excessive de 
posits of one or more of the lipid constituents in 
the tissues. J. Evwrn Kirkpatrick, M.D. 


Gask, G. E.: Strategy in the Fight Against Cancer. 
Proc. Roy. Soc. Med., Lond., 1933, xxvii, 60. 

After operations for carcinoma of the breast at 
St. Bartholomew’s Hospital, London, the gross 
incidence of five-year survival was 36 per cent and 
the net incidence 4o per cent. The estimation of the 
gross incidence is based on the assumption that all 
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patients who have died or disappeared are dead from 
cancer. The percentage is therefore slightly too un- 
favorable. On the other hand, allowance must be 
made for deaths from accidents or intercurrent 
diseases. No attempt was made to separate the 
cases without enlargement of the glands or metastases 
from those in which metastases were present. The 
net incidence of five-year survival was determined 
by making an allowance of 4 per cent. 

In cases of carcinoma of the breast which were 
treated with radium, the gross five-year survival was 
32 per cent and the net five-year survival 35 per 
cent. 

Of the patients operated upon for carcinoma of the 
tongue, 25 per cent, and of those operated upon for 
carcinoma of the uterus, 40 per cent were still alive 
at the end of five years. 

To aid the organized fight against cancer the au- 
thor suggests: 

A complete survey of the results of the treat- 
ment of cancer made and maintained by follow-up 
departments in all hospitals. 

2. Codperation between the various bodies in- 
terested in this fight. 

A concerted effort on a large scale to investi- 
gate and report on various methods of treatment. 

The dedication of one or more institutions to 
such investigation. Joseru K. Narat, M.D. 


McGraw, A. B., and Hartman, F. W.: The Present 
Status of the Biopsy. J. Am. M. Ass., 1933, Ci, 
1205. 

The authors state that microscopic morphology 
still remains the best criterion of the histogenesis, 


classification, activity, and prognosis of tumors. 
The value of biopsy has been recognized since the 


time of Virchow. The theory that incision into a 
malignant tumor stimulates its growth and may 
disseminate tumor cells has been disproved by ex- 
periments on animals and careful studies of clinical 
cases. 

Biopsy should be used, not as a substitute for 
other clinical diagnostic methods, but as a supple- 
ment to them. In certain conditions such as syphilis, 
bone tumors, Ewing’s sarcoma of bone, Hodgkin’s 
disease, and lymphosarcoma a therapeutic test 
should be carried out before biopsy is considered 
for if there is a prompt response to such a test, 
biopsy will be unnecessary. 

The development of new instruments has greatly 
facilitated the technique of obtaining biopsy speci- 
mens. This is true particularly in the larynx, 
cesophagus, urinary bladder, and bowel. At the 
same time it had made the interpretation of the 
material more difficult because of its limited amount 
and because often only the surface material is ob- 
tained and deeper structures are not represented. 
The needle-puncture method of Martin and Ellis 
and the punch biopsy of Hoffman are easy methods 
of obtaining tissue from deep growths. The cautery 
loop may also be used for this purpose, but care 
must be exercised not to disturb the tissues. 
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Whenever the size, nature, and location of the 
lesion permit its complete removal, such removal js 
preferable to biopsy. When a biopsy i is done, some 
quick method of sectioning and staining should be 
used. The specimen should be fixed and a perma 
nent section made. It is advisable to add a proje 
tion apparatus to the equipment so that sections 
can be demonstrated in the operating room to the 
entire surgical team. 

Biopsy should never be done without some plan of 
treatment, accepted in advance by the patient, to 
be carried out in case the condition is found to be 
malignant. CLARENCE C. REED, M.D. 


Baumann, J.: Physicochemical Problems in Sur- 
gery (Physikalisch-chemische Probleme in der (})j 
rurgie). Med. Welt., 1933, pp. 656, 693. 


Physicochemical problems are of importance in 
both pre-operative and postoperative treatment. 
They are still unsolved in some respects. Further 
investigation in cooperation with physiologists and 
chemists is needed. The evaluation of methods is 
difficult. For example, in determinations of the 
hydrogen-ion concentration of the blood sources of 
error are possible and are not taken into considera- 
tion. Until recently, the permissible margin of error 
was assumed to be about 0.12 pH; today it is only 
0.02 pH. In 1929, Reimers found that determina 
tions of the pH of whole blood with the quinine 
hydrone method varied by an average of 0.19 pil 
from determinations made with the hydrogen-clec 
trode method. The maximal variation was 0.38 pll. 

The surgeon is interested especially in the acid- 
base equilibrium, the carbohydrate metabolism, and 
the content of the products of tissue decomposition 
and protein fractions in the blood. In every opera 
tion the metabolism tends toward acidosis as acidity 
is produced by the tissue breakdown in the opera 
tive wound, all general oxidative processes are de- 
pressed by the narcosis, and the respiratory regula- 
tion of the acid-base equilibrium is inhibited by the 
depressing influence of the narcosis on the respiratory 
centers. The reaction of the blood is shifted over 
toward acidity and the hydrogen-ion concentration 
is increased in direct proportion to the decrease in 
the alkali reserve. However, if the kidneys are 
functioning effectively, conditions are restored to 
normal within twenty-four hours after the opera- 
tion. When the kidneys and the circulation are 
normal the acidosis is changed within twenty-four 
hours or, at the latest, within forty-eight hours, to 
a definite alkalosis with susceptibility to spasm. 
However, the significance of postoperative acidosis 
has been generally overestimated as it has been 
thought that patients with pre-operative shifting 
of the acid-base equilibrium toward the acid side 
lack resistance, and that patients who do not stand 
operation well are acidotic. This is incorrect. ‘The 
poor resistance of patients with carcinoma has been 
ascribed to acidosis, but in the cases of 64 carcinoma- 
tous patients Baumann was able to demonstrate a 
distinct shift of the blood reaction toward the alka- 
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line side with an accompanying decrease in the 
alkali reserve and the postoperative acidosis. dis- 
appeared as quickly as in other patients. Even 
patients with liver injury are no more endangered 
by postoperative acidosis than others. 

In severe diabetes and Basedow’s disease there 
is a pronounced tendency toward acidosis. In the 
latter, the acidosis can be decreased by the avoid- 
ance of ether narcosis. However, Baumann advises 
against the use of local anesthesia as the postopera- 
tive acidosis following it is not much less marked 
than that following general anesthesia and there is 
the additional danger of psychic shock. We need 
a general narcosis for cases in which ether narcosis 
is not advisable. No special advantages can be 
claimed for avertin or narcotics injected intrave- 
nously. Especially in avertin narcosis the respira- 
tory regulation of the blood reaction is more dis- 
turbed than in ether narcosis. Nitrous oxide is still 
more dangerous in this respect. ‘The author cites 
the figures of Van Slyke on carbon dioxide, which 
indicate that the limits of the hydrogen-ion con- 
centration of the blood compatible with life extend 
over on the acid side as far as pH 7.0. Of great 
importance is the disturbance of carbohydrate me- 
tabolism, but whether or not this is dependent on 
the postoperative acidosis is as yet undetermined. 
The following facts have been demonstrated: 

1. After severe operations on the stomach or liver 
the blood sugar may rise from the normal of from 
8o to 90 mgm. to 180 mgm. per 100 c.cm. and the 
increase may outlast the acidosis. 

2. In cases of very severe liver injury the fasting 
blood sugar may be subnormal and even as the re- 
sult of operation may never rise once to high normal 
values. 

Under the latter circumstances there is great dan- 
ger. Immediate intravenous, rectal, and subcuta- 
neous injections of dextrose are indicated to save 
life. In cases of diabetes, such injections must al- 
ways be given in addition to injections of insulin. 
Of 100 cases, Baumann demonstrated a postopera- 
tive increase in the blood sugar in 99. Next to cases 
of liver damage, postoperative hypoglycemia is to 
be feared most in cases of Basedow’s disease. 

With regard to products of metabolism in the 
blood following operation, the author says that un- 
due lactic acid production in ether narcosis may be 
prevented by giving oxygen with the ether. Buerger 
and Grauhan demonstrated an increase in the re- 
sidual nitrogen in the blood. Baumann found this 
increase especially marked in advanced liver de- 
generation and necrosis of the pancreas. In renal 
disease the protracted elevation of the non-protein 
nitrogen values after operation is associated with 
a protracted decrease in the alkali reserve. A 
relationship between postoperative thrombosis and 
embolism to changes in the individual fractions of 
the protein bodies in the blood serum has been as- 
sumed, but up to the present time none of the meth- 
ods employed in the study of the problem has been 
found dependable. Baumann determined the pre- 
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operative and postoperative fibrinogen content of 
800 samples of blood plasma by a method with a 
margin of error of only from 1 to 2 per cent. As 
early as twenty-four hours after operation and dur- 
ing the next few days the fibrinogen content oc- 
casionally rose from the normal value of from 250 
to 400 mgm. to well over 1,000 mgm. per 100 c.cm. 
In agreement with Starlinger, Baumann found that 
the liver does not play the part in the formation 
of fibrinogen which, because of incorrect methods of 
study, has been ascribed to it. In cases of severe 
icterus he noted a marked increase in the fibrinogen 
content even in the absence of infection. At any 
rate, disturbances in the coagulation of the blood 
in cases of liver injury cannot be ascribed to a lower- 
ing of the fibrinogen content. Whether the heparin 
of the blood is responsible remains to be determined. 
In a recent review of the tests of liver function, 
Umber criticized these tests adversely. He believes 
that only the tests based on the carbohydrate me- 
tabolism are of importance in the determination of 
indications for operation. However, as a suflicient 
store of glycogen is known to be of importance for 
the other functions of the liver, dextrose and in- 
sulin should be given in every case in which an 
operation involving the liver or biliary passages is 
performed and in the pre-operative and postopera- 
tive treatment in every case in which liver damage 
is suspected. 

The metabolic disturbances occurring in ileus have 
never been adequately explained (loss of important 
electrolytic secretions of the gastric and duodenal 
juice, liver, and pancreas or severe intoxication due 
to accumulated intestinal products or inundation of 
the body with trypsin). The author recommends 
evacuation of the intestine during the course of the 
operation by the method and apparatus of Klapp. 
He cites his researches on trypsin in cases of acute 
necrosis of the pancreas and the diagnostic deter- 
mination of diastase in the urine. He rejects the 
unbuffered Wohlgemuth method. He calls atten- 
tion to the fact that in 1929 he emphasized that for 
accuracy of the diastase test it is necessary to see 
that the reaction of the test fluids is optimal for 
diastase, and that the diastase-negative cases are 
those in which the test was made with the old 
method. FRANz (Z). 


DUCTLESS GLANDS 
Golden, R., and Abbott, H.: The Relation of the 
Thyroid, the Adrenals, and the Islands of 
Langerhans to Malacic Diseases of Bone. .1™. 
J. Roentgenol., 1033, Xxx, 641. 


After a comprehensive survey of the literature on 
the relation of the thyroid, the adrenals, and the 
islands of Langerhans to malacic disease of bone 
and a critical review of the cases studied in the De- 
partment of Medicine of the College of Physicians 
and Surgeons of Columbia University and in the 
Roentgen-Ray Department of the Presbyterian 
Hospital, New York, the authors present the fol- 
lowing conclusions: 
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Ifyperthyroidism produces an abnormal elimina- 
tion of calcium, the mechanism of which is not un- 
derstood. The comparative decalcification of the 
bones demonstrable in the roentgenogram is so 
slight as to be of little, if any, importance. Its ap- 
pearance is not characteristic of thyrotoxicosis. 

Hypothyroidism in adults is apparently associated 
with no greater incidence of decalcification of bones 
than that which might be encountered in any group 
of patients of the same age. 

Although adrenal secretion influences calcium 
metabolism either directly or indirectly, and al- 
though the adrenals may be indirectly involved in 
a pluriglandular imbalance in certain cases of osteo- 
malacia, the evidence does not seem to justify the 
assumption that decalcification of the bones results 
directly from adrenal disease or dysfunction. 

Calcium metabolism is intimately related to car- 
bohydrate metabolism. In the cases of diabetic 
adults roentgen evidence of definite important skele- 
tal decalcification which can be attributed directly 
to the disease is lacking. In the cases of diabetic 
children, roentgen examination occasionally reveals 
decalcification vf the bones which is probably due to 
acidosis or malnutrition or both. 

In conclusion the authors state that the evidence 
at hand indicates that skeletal decalcification of a 
degree sufficient to be of differential diagnostic im- 
portance in the roentgenogram and attributable to 
the endocrine disturbance may be encountered in 
hyperthyroidism, but is not found in hypothy- 
roidism, disease of the adrenals, or diabetes in 
adults. J. Epwin Kirkpatrick, M.D. 


Ballin, M.: Parathyroidism; Its Clinical Symp- 
tomatology. Am. J. Roentgenol., 1933, Xxx, 571. 

When a parathyroid gland is irritated by hyper- 
plasia or an adenoma an increase occurs in the quan- 
tity of parathormone secreted into the circulation. 
This results in an increase in the calcium and a de- 
crease in the phosphorus in the blood serum. The 
source of the calcium for the hypercalcemia is the 
skeleton. In addition to the changes in the calcium 
and phosphorus content of the blood serum and the 
demineralization of the bones, there are changes in 
the tone of the muscles. The tone is reduced and the 
period between the stimulus and the contraction is 
increased. These changes are manifested by las- 
situde, fatigability, and frequent falls without cause. 
At points of irritation secondary deposits of calcium 
salts occur. The most common sites of such deposits 
are the vertebral ligaments, the intervertebral disks, 
the blood vessels, and internal organs. The second- 
ary deposits of calcium and the hypercalcemia cause 
gastro-intestinal symptoms such as vomiting, uri- 
nary symptoms such as albuminuria, and stone 
formation. 

No one symptom is pathognomonic. Changes in 
the bones demonstrable on roentgen-ray examina- 
tion may be absent, but their absence does not ex- 
clude the diagnosis of parathyroidism. In the more 
chronic cases the increase in the calcium content and 
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decrease in the phosphorus content of the blood 
serum may be temporarily absent or very slight. 
Medical treatment is of no avail. By some, roent 
gen treatment has been found successful, and by 
others unsuccessful. If roentgen treatment fails, 
operative removal of the adenoma or hyperplastic 
tissue is indicated. The results of operation are ex- 
cellent. As postoperative tetany must be guarded 
against, not more than two glands should be re- 
moved at one time. If the symptoms require the 
removal of more parathyroid tissue, this should be 
done at a second operation. 
Cuartes H. Heacock, M.D. 


Morse, P. F.: Parathyroidism; Its Pathological and 
Etiological Classification. Am. J. Roentgenol., 
1933, XXX, 578. 


Morse discusses osteogenesis imperfecta, fragilitas 
ossium, rickets, osteomalacia, renal rickets, osteitis 
fibrosa, osteitis deformans, leontiasis ossium, giant- 
cell tumors, the ankylosing polyarthritis of Oppel, 
and multiple myelomata and classifies them into 
six groups according to the primary defect of me- 
tabolism. 

In the first group he places the diseases in which 
there is a defect of the mesoblastic tissues through 
out the body and as a result the connective tissue 
framework for bone forming is lacking. Ostco- 
genesis imperfecta (in children) and fragilitas os- 
sium (in adults) fall into this group. There is no 
defect in calcium metabolism. 

In conditions of the second group the fault is 
in calcium absorption or fixation. The intake of 
calcium in the food or the intake of Vitamin D or 
both are inadequate. Rickets (in children) and 
osteomalacia (in adults) belong in this group. Again 
there is no elevation of the blood-calcium level. 

In the third group are placed certain conditions 
in which there is an increased excretion of calcium 
resulting in demineralization of the bones, but no 
disturbance of the parathyroids. Examples are the 
malacia seen in exophthalmic goiter, pancreatic dia- 
betes, and basophile adenomata of the pituitary 
gland. 

The only disease in the fourth group is renal rick- 
ets. As a result of the nephritis, there is retention 
of phosphorus. This causes hyperplasia of the 
parathyroids which in turn causes hypercalcemia 
and decalcification of the bone. 

In the next group are placed several diseases that 
do not properly belong in this discussion, but in 
which the bones suffer as a result of erosion from 
the growth of abdominal tissues. In this group are 
Schueller-Christian disease, Gaucher’s disease, Nie- 
mann-Pick disease, and Hodgkin’s disease. 

In the last group are placed all the diseases which 
are believed at the present time to be due to primary 
parathyroidism. In this group belong osteitis fibrosa 
cystica, osteitis deformans (Paget’s disease), leontia- 
sis ossium, the ankylosing polyarthritis of Oppel, 
and probably giant-cell tumors and multiple mye- 
loma. Cuartes H. Heacock, M.D. 
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Lockwood, J. E., and Hartman, F. A.: The Rela- 
tion of the Adrenal Cortex to Vitamins A, B, 
and C. Endocrinology, 1933, xvii, 501. 

lests were made on animals to determine the 
influence of extracts of adrenal cortex on the effects 
of a deficiency of Vitamins A, By, and C respectively. 
The experiments with regard to Vitamins A and By, 
were made on rats, and those with regard to Vitamin 
C on guinea pigs. 

When administered by mouth, the cortical extract 
gave no protection against the effects of a deficiency 
of Vitamins C and B,. When injected intraperitone- 
ally, it improved the growth curve and scurvy 
score in the animals with a deficiency of Vitamin C 
and improved the growth curve and delayed the 
onset of symptoms of deficiency of Vitamin B,, but 
had no influence on the effects of a deficiency of 
Vitamin A. 

The weight of the adrenals showed hypertrophy 
of these glands in animals with a deficiency of 
Vitamins C and B,, and atrophy in animals with a 
deficiency of Vitamin A. After unilateral ad- 
renalectomy on animals with a deficiency of Vitamin 
C the activity of the remaining adrenal as measured 
by its influence on the onset of scurvy increased to a 
degree greater than that noted in animals with two 
normal adrenals. 

The injection of cortical extract containing cortin 
delayed the onset of symptoms in deficiency of 
Vitamins C and B,, but had no influence on the 
symptoms of deficiency of Vitamin A. Either cortin 
or some unidentified substance must be responsible 
for this effect. As this substance must aid in the 
utilization of Vitamins C and By, the authors 
suggest that an ample supply of these vitamins 


might be advantageous in deficiency of the adrenal 
cortex. J. FRANK Doucurty, M.D. 


Scott, W. J. M., Bradford, W. L., Hartman, F. A., 
and McCoy, O. R.: The Influence of Adrenal 
Cortex Extract on the Resistance to Certain 
Infections and Intoxications. Endocrinology, 
1933, XVil, 529. 

The administration of an extract of adrenal cortex 
has been shown to increase the resistance to infection 
of animals whose adrenals have been removed. The 
authors report experiments which they carried out 
to determine whether it will have a similar effect 
when the adrenal glands are intact. [xperiments 
were made on guinea pigs with diphtheria toxin, on 
rats with trypanosoma equiperdum, and on mice 
with the pneumococcus. 

It was found that the administration of cortical 
extract three times daily gave no protection against 
the minimal lethal dose of diphtheria toxin given ina 
single injection or repeated fractional doses, did not 
prolong the life of rats infected with the trypano- 
soma equiperdum, and did not have any appreciable 
effect on the survival of mice infected with the 
pneumococcus. 

The authors conclude that until some objective 
method is devised to show increased resistance to 
chronic bacterial intoxication, the administration of 
extract of adrenal cortex to increase resistance to 
infection in clinical cases is not warranted. Specifi- 
cally, the evidence does not indicate that any benefit 
is to be expected from cortical extract in acute or 
subacute diphtheria intoxication, at least not unless 
the extract is given in tremendous doses. 

CLARENCE C. REED, M.D. 





BIBLIOGRAPHY # CURRENT LITERATURE 


Note—Tue Boip FAcE FIGuRES IN BRACKETS AT THE RIGHT OF A REFERENCE INDICATE THE PAGE OF Ti1!s 
IssuE ON WHICH AN ABSTRACT OF THE ARTICLE REFERRED TO MAy BE Founpn. 


SURGERY OF THE HEAD AND NECK 


Head Indications for the treatment of combined lateral ai 
vertical strabismus. J. W. Warre. Arch. Ophth., 19 
Radiological study of granular areas in the frontal bone. x, 585. 
G. Cu1zzoLa. Radiol. med., 1933, xx, 1315. A modern treatment of squint. J. M. Brckerton. M: 
Hemangioma of the occipital bone. T. D. OvEREND. J. Australia, 1933, ii, 569. 
Brit. J. Radiol., 1933, vi, 626. Retraction syndrome. R. Agsirt. Arch. Ophth., 1 
Spontaneous rupture of a thrombosed lateral sinus. P. x, 602. 
MACDONALD. Brit. M. J., 1933, ii, 866. A study of normal and pathological winking. R. Ro 
A case of parotid cyst. J.Mrinrzman. Brit. M. J., 1933, SANO. Presse méd., Par., 1933, xli, 1731. 
ii, 820. Mixed (teratoid) tumors of the lachrymal caruncle 
Hydatid cyst of the parotid gland. Mriranitcu. Bull. D. T. Vatr, Jr. Arch. Ophth., 1933, x, 593. { 194! 
et mém. Soc. nat. de chir., 1933, lix, 1267. Parinaud’s conjunctivitis; a case report. T. R. Gat) s 
Pseudarthrosis of the inferior maxilla. PRINCETEAU. J. South Carolina M. Ass., 1933, xxix, 245. 
Presse méd., Par., 1933, xli, 1738. An experimental study of corneal vascularization. L. \ 
Tumor of the jaw, with a consideration of the cases JULIANELLE, M. C. Morris, and R. W. Harrison. \1 
treated at the Anschar Hospital at Kiel during the years J. Ophth., 1933, xvi, 962. 
from 1908 to 1919. W. KETTLING. 1933: Kiel, Disserta- Frost bite of the cornea. F. CArrott. Am. J. Opht) 
tion. {193] 1933, xvi, 994. 
Outlines and newer methods of irradiation therapy. Very high astigmatism in keratoconus and postcataract 
H. W. REIcH. 1933: Stuttgart, Hippocrates. cases. B. Y. Atvis and M. Wiener. Am. J. Ophth., 19 
Eye xvi, 981. Be F 
Separation of the iris corneal adhesion (seclusi 
National Society for the Prevention of Blindness: Alay _ pupillw) for the cure of corneal staphyloma. C. G. Darina. 
movement for the conservation of vision. W.C. Posey Am. J. Ophth., 1933, xvi, 995. 
and L. H. Carris. Arch. Ophth., 1933, x, 621. The ciliary muscle and Descemet’s membrane. H. pe 
The intra-ocular color filters of vertebrates. G.L. Watts  Vittrers. Brit. J. Ophth., 1933, xvii, 675. 
and H. D. Jupp. Brit. J. Ophth., 1933, xvii, 641. Visualization of foreign bodies in the iridocorneal angle: 
The effect on stereopsis produced by disparate retinal a simple method of stereoscopic gonioscopy. G. \ 
images of different luminosities. F. H. VerHorerr. Arch. Bruce. Arch. Ophth., 1933, x, 615. 
Ophth., 1933, x, 640. The diagnosis of iridociliary tuberculosis. H. LAGRAN«i 
Developmental myopia and the treatment of myopes. Brit. J. Ophth., 1933, xvii, 679. 

Sir J. Parsons. Lancet, 1933, cCxxv, 795. The chemistry of the lens. III. Autolysis of the lenticu 
External eye findings in systemic disease. L.C. McGee. lar proteins. A. C. Krause. Arch. Ophth., 1933, x, 631 
Texas State J. M., 1933, xxix, 453. Some remarks on the etiology of cataracts. A. | 

Eye manifestations of avitaminosis. D. L. Titperquist. BEDELL. Am. J. Ophth., 1933, xvi, 945. 
Minnesota Med., 1933, xvi, 675. The possible influence of immunological — in th 
A case of siderosis of the eye. G. von GrotmaN. Rev. production of cataract. A. C. Woops and E. L. Bur: 
Asoc. med. argent., 1933, xlvii, 3102. Am. J. Ophth., 1933, xvi, 951. 
Changes in astigmatism. E. JAckson. Am. J. Ophth., A contribution to the problem of enzyme action in thie 
1933, XVi, 967. mechanism of cataract. A. SAUERMANN. Am. J. Ophth., 
Iris-inclusion’ operation in glaucoma. E. W. GRIFFEY 1933, xvi, 895. 
and E. L. Goar. Texas State J. M., 1933, xxix, 450. Diabetic cataract in children. P. Nosfcourt and |’ 
Pocket-flap sclerecto-iridodialysis in glaucoma. C. N. Ducas. Presse méd., Par., 1933, xli, 1513. 
Spratt. J. Am. M. Ass., 1933, ci, 1615. The operative treatment of cataract. R. FE. Wrrcir 
The use of calcium gluconate in diseases of the eye. Irish J. M. Sc., 1933, No. 95, 509. 
G. D. THEosaALp. Am. J. Ophth., 1933, xvi, 975. A report of 10oo consecutive operations for uncom))|i 
The use of nupercaine in ophthalmology. FE. E. Ditton — cated cataract; recent improvements in technique. H. | 
and C. Greer. Arch. Ophth., 1933, x, 674. SLOAN. South. M. & S., 1933, xcv, 597. 
The use of bacteriophage in certain eye diseases. L, F. Report of a new method for the study of retinoscop 
CarTER. J. Michigan State M. Soc. ~ 1933, XXXii, 540. R. N. Monrort. J. Michigan State M. Soc., 1933, xxxii, 
Actinomycosis of the orbit. M. N. BEIGELMAN. Arch. 577. 
Ophth., 1933, x, 664. [194] The models of Lindner for reproduction of retin! 
Neurofibroma of the orbit in Recklinghausen’s disease. detachment. J. A. SENA and P. Lacteyzr. Rev. As 
E. M. Sykes. Texas State J. M., 1933, xxix, 447. med. argent., 1933, xlvii, 3106. 
The correction of strabismus. J. D. WALKER. Texas Detachment of the retina; operation of Safar. 
State J. M., 1933, xxix, 455. Manes. Semana méd., 1933, xl, 1163. 


272 





BIBLIOGRAPHY OF CURRENT LITERATURE 27 


Function of the re-attached retina. P. C. KRONFELD. 
Arch. Ophth., 1933, x, 646. [194] 

Bilateral juxtopapillary chorioretinitis. J. L. Pavfa. 
Rev. oto-neuro-oftalmol. y de cirug. neurol., 1933, viii, 328. 

Metastatic carcinoma in both optic nerves simulating 
retrobulbar neuritis. T. L. Terry and E. B. Dunpuy. 
Arch. Ophth., 1933, x, 611. 


Ear 


The fundamental principles of functional hearing tests, 
with recent developments in tuning forks and sounding 
rods. R. SONNENSCHEIN. Arch. Otolaryngol., 1933, xviii, 
599. 

Concerning the reporting of intensity and pitch in 
hearing tests. D. MAcFARLAN. Laryngoscope, 1933, 
xliii, 867. 

Deafness in childhood. E. A. Atwoop. J. Med. Soc. 
New Jersey, 1933, xxx, 768. 

Noise deafness in industry and environment. 
Scat. New York State J. M., 1933, xxxiii, 1251. 

The psychology of progressive deafness. G. 
J. Am. M. Ass., 1933, ci, 1599. 

Otosclerosis; its etiology and treatment. M. YEARSLEY. 
Practitioner, 1933, Cxxxi, 606. 

Cases of aural vertigo amenable to treatment by 
ossiculectomy. Sm J. DunpAs-GRrant. Lancet, 1933, 
CCXXV, 1029. 

Plastic operation for protruding ears. H. M. Goopyear. 
J. Med., Cincinnati, 1933, ” 479. 

Congenital steatorrhoea. E. A. COCKAYNE. 
1933, CCXXV, 1086, 

The relationship of nasal and middle ear disease. M. F. 
McCartuy. J. Med., Cincinnati, 1933, xiv, 462. 

Two cases of diffuse labyrinthitis complicating acute 
serous otitis media. R. A. Luonco. Laryngoscope, 1933, 
xliii, 872. 

Blood infection from otitis media. 
J. Laryngol. & Otol., 1933, xlviii, 754. 

Acute mastoiditis in children; its etiology, pathology, 
diagnosis, and treatment. R. J. Tivnen. Surg. Clin. 
North Am., 1933, xiii, 1039. 

Acute mastoiditis with unusual symptoms of meningeal 
irritation; a case report. A. J. WAGERS. Laryngoscope, 
1933, xlili, 876. 

Unusual mastoiditis. R. C. McLAuGHLIn. 
West. Med., 1933, xxxix, 333. 

Atypical mastoiditis complicated with hematuria. 
A. H. HANSEN. J. Indiana State M. Ass., 1933, xxvi, 555. 

Hematuria in childhood associated with acute mas- 
toiditis. E. CAREW-SHAW. Brit. M. J., 1933, ii, 780. 

Routes of infection in otogenous meningitis; a fulminant 
case of hematogenous origin through anomalous vascular 
anastomoses. W. L. GATEWOop and N. Setter. Arch. 
Otolaryngol., 1933, xviii, 614. 

Suppuration of the temporal bone accompanied by 
infection in the blood stream. A clinical study. H. I 
Liu. Arch. Otolaryngol., 1933, xviii, 630. 


ic 


BERRY. 


Lancet, 


E. J. G. Gtass. 


California & 


Nose and Sinuses 


Progress in otolaryngology. Summaries of the bibli- 
ographical material available in the field of otolaryngology 
during the years 1932 and 1933; advances in the field of 
allergy as related to otolaryngology. W. W. DuvukKE. 
Arch. Otolaryngol., 1933, xviii, 658. 

Plastic surgery of the saddle nose. 
L “Aaryngoscope, 1933, xliii, 897. 

The value of bone and cartilage grafts in rhinoplasty. 
W. W. Carter. Laryngoscope, 1933, xliii, gos. 


M. M. WOLFE. 


» 
) 


The treatment of the severer cases of fractured nasal 
bones. A. B. K. Watkins. Brit. M. J., 1933, ii, 917. 

Contribution to the histological and anatomoclinical 
study of nasal polyps. L. Lerou and J. DeELARuE. Am. 
d’anat. path., 1933, x, 870. [195] 

The treatment of hay fever by nasal injections of alco- 
hol. H. H. Vary. Arch. Otolaryngol., 1933, xviii, 651. 

The use of benzyl-methyl-carbinamine-carbonate in the 
treatment of rhinitis. H. V. Byrne. New England J. 
Med., 1933, ccix, 1048. 

A case of rhinitis caseosa. 


D. Payton. J. Laryngol. & 
Otol., 1933, xlviii, 762. 


Progressive lethal granulomatous ulceration of the nose. 
1933, Xlviii, 657. 
1 


J. P. Stewart. J. Laryngol. & Otol., 


Nasal papilloma, with the report of a case with an enor- 
mous nasopharyngeal extension. W. A. WELLS. Laryn- 
goscope, 1933, xliii, 918. 

Sarcoma of the nose in an infant. H. Epwarps. 
Roy. Soc. Med., Lond., 1933, xxvii, 27. 

The etiology and nature of chronic hyperplastic sinusitis. 
R. C. Grove and R. A. Cooke. Arch. Otolaryngol., 1933, 
XViii, 622. 

Infection of the nasal sinuses and tonsils in the psycho- 
ses. P. K. McCowan. Lancet, 1933, ccxxv, 853. 

Radical frontal sinus operation under local anesthesia. 
G. B. CoLurer. South. M. J., 1933, xxvi, 941. 

An accident: the lost end of a sphenoid probe recovered 
from the nasal meatus. J. I. Dowttnc. Laryngoscope, 
1933, Xliii, 911. 

he diagnosis and treatment of primary malignant 
neoplasms of the maxillary sinus. K. M. Houser. Arch. 
Otolaryngol., 1933, xviii, 643. 


Proc. 


Mouth 


Diseases, malformations, and injuries of the mouth and 
associated parts occurring in children. M. W. Carr. 
Internat. Clinics, 1933, iv, 233. 

Restoration of the vermilion border in certain lip opera- 
tions. J. F. BALpwin. Am. J. Surg., 1933, xxii, 232. 

Dental disturbances in children and their significance to 
the pediatrician. A. WALKER. Internat. Clinics, 1933, 
iv, 244. 

Cleft palate. W. E. M. WarpDILL. 
xxi, 347. 

Closure of a defect in the hard palate by a pedicled tube 
graft. G. H. BurNELL. Med. J. Australia, 1933, ii, 484. 

Infections of the parotid fossa. J. V. TREYNoR. }. Iowa 
State M. Soc., 1933, xxiii, 607. 

The treatment of cancer of the tongue. R. C. Nicotrnt. 
Semana méd., 1933, xl, 973. 

The results of radium therapy of cancer of the tongue 
on the basis of the material of the Government Roentgen 
Institute in Leningrad. F. GRossMANN. Vestnik. Rent- 
genol., 1932, x, 185. [195] 

Sublingual ulcer; with special reference to Riga’s disease. 
A. MoncrierF. Brit. J. Child. Dis., 1933, xxx, 268. 


Brit. J. Surg., 1933, 


Pharynx 


Pouches of the pharynx and cesophagus, with special 
reference to the embryological and morphological aspects. 
R. W. RAvEN. Brit. J. Surg., 1933, xxi, 235. [196] 

The roentgen picture of the epipharynx of children un- 
der normal conditions and in the presence of adenoid 
vegetations. K. E. Groru. Acta radiol., 1933, xiv, 463. 

Ligation of the external carotid artery for uncontrol- 
lable hemorrhage in a case of peritonsillar infection. 
S. D. GREENFIELD. Laryngoscope, 1933, xliii, 929. 





274 


Tonsillectomy for Plaut-Vincent’s angina in infants. 
L. A. Garcia and Y. Francuinr. Semana méd., 1933, xl, 
1000. 

Hemorrhage from pharyngeal and peritonsillar absces- 
ses; report of cases, a résumé of the literature, and a dis- 
cussion of ligation of the carotid artery. S. SALINGER and 
S. J. PeartMaAN. Arch. Otolaryngol., 1933, xviii, 464. 

Retropharyngeal abscess. F. C. CHRISTENSEN. Wis- 
consin M. J., 1933, Xxxii, 766. 

The paratonsillar abscess and the abscess tonsillectomy 

Winckler’s operation. A. Linck. Ztschr. f. Hals, Nasen-, 
u. Ohrenheilk., 1933, xxxiii, 227. [196] 

Immediate tonsillectomy in the treatment of paraton- 
sillar abscess. A. ZAMBRINO. Rev. méd. d. Rosario, 1933, 
Xxiii, 770. 

Melanoma of the faucial tonsils, metastatic; a case re- 
port. F. O. Lewis. Med. Clin. North Am., 1933, xvii, 


581. 

Carcinoma of the tonsil, with a case report. J. B. 
Gorpon. J. Med. Soc. New Jersey, 1933, XXX, 771. 

Tortuosity of the internal carotid artery and its relation 
to tonsillectomy. J. L. Jackson. Canadian M. Ass. J., 
1933, XXIX, 475. 

Quinine urea as anesthesia in tonsillectomy. 
Hocan. Laryngoscope, 1933, xliii, 949. 


ba 


Neck 


Operative therapy of extensive cicatricial contractures 
of the neck. B. FRANKENBERG. Nov. chir. Arch., 1933, 
XXVii, 540. {197]| 

Perforation of the cervical cesophagus. V. K. Hart. 
South. M. & S., 1933, xcv, 609. 

The clinical aspects of branchial fistule. 
Brit. J. Surg., 1933, xxi, 173. 

A rare case of retropharyngeal oesophageal gaseous 
abscess diagnosed by means of the X-rays. E. P1zzoG.tio. 
Radiol. med., 1933, Xx, 1334. 

Cystic tumors of the neck; branchial and thyroglossal 
cysts. R. W. McNeary. Surg. Clin. North Am., 1933, 
Xili, 1083. 

A large fibro-adenoma of the neck. B. N. Srpav. Indian 
M. Gaz., 1933, Ixviii, 572. 

Thyroid disease in the Orient. H. W. MILLER. Chinese 
M. J., 1933, xlvii, 953. 

The clinical applications of dinitro-o-cresol. FE. C. 
Dopps and J. D. Ropertson. Lancet, 1933, CCXxv, 1197. 

The use of 3:5-di-idothyronine in the treatment of 
myxcedema. A. B. Anperson, C. R. Harrncton, and D. 
Murray Lyon. Lancet, 1933, CCxxv, 1081. [197] 

The diagnosis of hyperthyroidism. H. F. DuNnvap. 
J. Indiana State M. Ass., 1933, xxvi, 556. 

Hyperthyroidism masked as (a) malignant hyperten- 
sion, (b) auricular flutter, as illustrated by two cases. 
M. G. Wont. Med. Clin. North Am., 1933, xvii, 751. 


H. BAtLey. 


SURGERY OF THE 


Brain and Its Coverings; Cranial Nerves 


Encephalography. A review of 113 cases and a report 
of postmortem studies on the injection of air. R. S. STONE 
and O. W. Jones, Jr. Radiology, 1933, xxi, 411. 

Hypertensive encephalography simulating brain tumor. 
R. S. Grirritu. Med. Clin. North Am., 1933, xvii, 827. 

Ventriculographic interpretation. A. TorKILDSEN and 
W Penrrecp. Arch. Neurol. & Psychiat., 1933, xxx, 
IOIl. 


INTERNATIONAL ABSTRACT OF SURGERY 


Thyroiditis and strumitis; their pathology, clinica! 
manifestations, and the effect of late sequel on the fun 
tion of the thyroid gland. F. STaRLINGER and W. Ricute) 
Wien. klin. Wchnschr., 1933, i, 678. 

Endemic goiter. A. KuTSCHERA-AICHBERGEN. 
klin. Wehnschr., 1933, i, 523. 

Gaseous goiter. A contribution on tuberculous goite: 
O. WINTERSTEIN. Arch. f. klin. Chir., 1933, clxxiv, 643 

The treatment of goiter. V. FE. Jounson. J. Med. Soi 
New Jersey, 1933, XXX, 795. 

Surgery in goiter. J. M. Jones. J. Michigan State \, 
Soc., 1933, XXXil, 557. 

Factors in the medical and surgical treatment of goiter. 
C. F. Dixon. Northwest Med., 1933, xxxii, 468. 

Indications and dangers of thyroid operation. K. Urs.y. 
Wien. klin. Wehnschr., 1933, i, 520. 

The diagnostic use of iodine in thyrotoxicosis. J. II. 
Means. Ann. Int. Med., 1933, vii, 439. 

A case of Basedow’s disease. M. R. SASIAIN. 
lab., 1933, xviii, 754. 

High basal metabolic rate; exophthalmic goiter. J. \1. 
SMELLIE. Proc. Roy. Soc. Med., Lond., 1933, xxvi, 
1545. 

Hepatic pathology in exophthalmic goiter. C. \V 
WeLLeER. Ann. Int. Med., 1933, vii, 543. {198} 

Thyrotoxicosis and parathyroid tetany. D. P. Bare. 
J. Iowa State M. Soc., 1933, xxiii, 595. 

Carbohydrate in relation to the treatment of thyro- 
toxicosis. N. Kietz. Lancet, 1933, ccxxv, 1024. 

The effect of alkali on the absorption of thyroxin from 
the gastro-intestinal tract, with a note on the comparative 
effects of synthetic and “natural” thyroxin injected 
intravenously. W. O. THompson, P. K. TuHompsoy, 
L. F. N. Dickre, and J. M. Acper. Arch. Int. Med., 1033, 
lii, 809. 

Almost total thyroidectomy followed by hypopara- 
thyroidism. E. H. Woop. Canadian M. Ass. J., 1033, 
XXIX, 534. 

The surgery of the parathyroids. II. Hyperparathy- 
roidism and its surgical treatment. A. JuNG. J. de chir., 
1933, Xxlii, 520. {198} 

The lymphatic system of the larynx. M. Guemry1 
Presse méd., Par., 1933, xli, 1731. 

The prognosis of tuberculous laryngitis. F. R. G. He \: 
Brit. M. J., 1933, ii, 966. {198} 

The treatment of tuberculosis of the larynx. R. S. 
STEVENSON. Brit. M. J., 1933, ii, 960. 

Contact ulcer of the larynx; report of a case. 
ImpeRATORI. Laryngoscope, 1933, xliii, 933. 

Fibrolipoma of the larynx; report of a case. 
ImMpERATORI. Laryngoscope, 1933, xliii, 940. 

Rhabdomyoma of the larynx; report of a case. 
ImMpeRATORI. Laryngoscope, 1933, xliii, 045. 

Carcinoma of the larynx. W. O. JoHNson. 
M. J., 1933 Xxxi, 542. 


Wien 


Clin. y 


Kentucky 


NERVOUS SYSTEM 


Cerebralangiography. Moniz. Lancet, 1933, CCxxv, 11 14. 


Cerebral circulation. XXIV. A. Action of epinephrine 
on pial vessels. B. Action of pituitary and pitressin on 
pial vessels. C. Vasomotor response in the pia and in the 
skin. H. S. Forses, K. H. FINncey, and G. I. Nasov. 
Arch. Neurol. & Psychiat., 1933, xxx, 957. 

Cerebral circulation. XXVII. Action on the pial arteries 
of the convulsants, caffeine, absinth, camphor, and 
picrotoxin. J. E. FINestncer and S. Coss. Arch. Neurol. 
& Psychiat., 1933, xxx, g8o. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Changes in the brain in legal electrocution. G. B. 
Hasstn. Arch. Neurol. & Psychiat., 1933, xxx, 1046. 

The diagnosis and treatment of fractured skulls. L. T. 
Waicut, J. J. Greene, and D. H. Smiru. Arch. Surg., 
1033, XXVii, 878. [200] 

The diagnosis and treatment of intracranial injuries. 
R. Prerrt. J. Med. Soc. New Jersey, 1933, xxx, 762. 

Immediate treatment of fractures of the base of the 
skull. C. LENoRMANT, P. WERTHEIMER, and J. PATEL. 
J. de chir., 1933, xlii, 520. [200] 

Two cases of cranial trauma treated by suboccipital 
drainage following resection of the posterior arch of the 
atlas. J. DE FourMESTRAUX. Bull. et mém. Soc. nat. de 
chir., 1933, lix, 1240. 

The sequele of head injuries and their treatment. F. 
QuENSEL. Med. Welt, 1933, P- 1243. 

Expert opinion on injuries of the brain and skull. 
FE. Btum. Schweiz. med. Wchnschr., 1933, ii, 740. [201] 

Causes of error in the evaluation of disability following 
head injury. N. ZvarrLter. J. Med. Soc. New Jersey, 
1033) XXX, 766. 

Chronic posttraumatic subdural hematoma; operation; 
recovery. R. FiscHER and G. pe Morster. Presse méd., 
Par., 1933, xli, 1517. 

Clinical manifestations of intracranial aneurisms. F. J. 
Nattrass. Lancet, 1933, CCXXV, O15. 

Cerebral blood flow preceding and accompanying experi- 
mental convulsions. F. A, Gispps. Arch. Neurol. & Psy- 
chiat., 1933, XXX, 1003. 

Blood pressure and subarachnoid hemorrhage. 
AnpREwS. Lancet, 1933, ccxxv, 1087. 

Migraine, a symptom of focal brain oedema. F. KEN- 
nepy. New York State J. M., 1933, xxxili, 1254. 

An aid to the interpretation of intracranial complica- 
tions resulting from venous circulatory disturbance of the 
temporal bone, offered by X-ray of the lateral sinus and 
jugular foramen. M. S, Exsner and D. Myers. Laryn- 
goscope, 1933, xliii, 800. [202] 

A physiological and pathological study of spasms of the 
sylvian vessels. Thesis of Marseilles. Abst. by Olmer. 
P. SARRADON. ‘Presse méd., Par., 1933, xli, 16. [202] 

Cerebral hemi-atrophy with homolateral hypertrophy of 
the skull and sinuses. C. G. Dyke, L. M. Davinorr, and 
C. B. Masson. Surg., Gynec. & Obst., 1933, lvii, 588. 

Ventriculography: technique, results, and indications. 
T. DE MarteEL, J. GuILLAuME, and J. PANET-RAYMOND. 
Presse méd., Par., 1933, xli, 834. [203] 

The diagnosis of brain tumors. F. L. Retcnert. Inter- 
nat. Clinics, 1933, iv, 211. 

‘, ncephalography in the diagnosis of brain tumors. 

. LucHErtnt. Policlin., Rome, 1933, xl, sez. med. 596. 

: intracranial tumors of childhood. L. Davis. Surg. 
Clin. North Am., 1933, xiii, 1019. 

Benign encapsulated tumors in the lateral ventricles of 
the brain; diagnosis and treatment. W. FE. DaNnpy. Ann. 
Surg., 1933, xCviii, 841. 

Associated facial and intracranial hemangiomata. L. 
Rocers. Brit. J. Surg., 1933, xxi, 220. [203] 

Astrocytoma of the cerebellum; survival period of forty- 
five years without operation. L. HAUSMAN and L. STEVEN- 
son. Arch. Neurol. & Psychiat., 1933, xxx, 1100. [203] 

The clinical picture and radical treatment of multiple 
tuberculous foci in the brain. L. BeNepEK and T. 
Hvetrt. Deutsche Ztschr. f. Chir., 1933, ccxl, 554. 

Surgical considerations of carcinomatous metastases to 
the brain. E. OLpBerG. J. Am. M. Ass., 1933, xi, 1458. 

Complications following operations on the brain. M. 
Ernst. Deutsche Ztschr. f. Chir., 1933, ccxl, 663. 

Meningitis. G. O. CumMIncs. Laryngoscope, 
xliii, 880. 


M. C. 


1933, 


275 


Pachymeningitis interna hemorrhagica of traumatic 
origin. A. OpAsso and F. VoLanre. Arch. ital. di chir., 
1933, XXXiv, 676. [203] 

Sanocrysin in tuberculous meningitis. T. B. BRoApwaAy. 
Brit. M. J., 1933, ii, 972. 

The relation of endothelioma of the dura to the skull 
bones from the surgical standpoint. S. A. BERNSTEIN. 
Arch. f. klin. Chir., 1933, clxxv, 638. [204] 

Observations on the results of the operative treatment 
of trigeminal neuralgia. K. G. McKenzie. Canadian M. 
Ass. J., 1933, XXiX, 492. 

Some clinical syndromes of the 
H. R. Dew. 
iii, 130. 


fifth cranial nerve. 
Australian & New Zealand J. Surg., 1933, 


Spinal Cord and Its Coverings 


Anatomical and functional relationships of the nucleus 
dorsalis (Clarke’s column) and of the dorsal spinocerebellar 
tract (Flechsig’s). I. J. Pass. Arch. Neurol. & Psychiat., 
1933, XXX, 1025. 

A study of the communications between the sub- 
arachnoid space about the cord and the lymphatic spaces 
of the spinal nerves. E. BENAssr. Radiol. med., 1933, xx, 
1321. 

A case of total and transitory amaurosis following the 
intraspinal injection of lipiodol. T. Ropricurz pr 
Marta. Actas Soc. de cirug. de Madrid, 1933, ii, 165. 

The treatment of sciatica by epidural sacral injections. 
P. F. Wuiraker. Virginia M. Month., 1933, lx, 480. 

Scoliotic paraplegia. ANDRE-THOMAS, SoRREL, and 
SoRREL-DE£JERINE. Presse méd., Par., 1933, xli, 1542. 
[204] 
I. G. 
1933, ccxl, 382. 

[205] 

Myelitic and myelopathic lesions. VI. Cases with 
marked circulatory interference and a picture of syringo- 
myelia. C. Davison and M. Kescuner. Arch. Neurol. & 
Psychiat., 1933, XXX, 1074. 

Spina bifida occulta associated with trophic changes in 
the legs. G. BARRy. Proc. Roy. Soc. Med., Lond., 1933, 
XXvii, 26. 

Results of surgery in spina bifida. 
M. Ass., 1933, Ci, 1626. 

Diagnosis and operative treatment of intradural extra- 
medullary tumors. J. GoyANEs. Actas Soc. de cirug. de 
Madrid, 1933, ii, 199. 

Spinal puncture. 
Surg., 1933, xlvi, 535. 


Paraplegia in a case of lymphogranulomatosis. 
KNoFLacu. Deutsche Ztschr. f. Chir., 


A. Kotopny. J. Am. 


H. D. Jump. Internat. J. Med. & 


Peripheral Nerves « 


Studies in the peripheral nervous mechanism of pain. 


Y. ZorrERMAN. Acta med. Scand., 1933, Ixxx, 185. 

Peripheral nerve lesions, their treatment and prognosis. 
B. B. NEwBarr and F. D. NewsBarr. West. J. Surg., 
Obst. & Gynec., 1933, xli, 628. 

Experiments with regard to the numerical increase and 
the distribution of nerve fibers in regenerating nerves. 
A. M. Doctiortr. Arch. ital. di chir., 1933, xxxiv, 781. 

[205] 

Herpes zoster. E. L. 1933, 
XXii, 335. 

The “clover leaf” sling in paralysis of the serratus 
magnus. H. O. Foucar. Brit. M. J., 1933, ii, 865. 


YouncG, Jr. Am. J. Surg., 


Sympathetic Nerves 


Sympathectomy in anterior poliomyelitis. [. D. Tr1- 
FORD and J. S. B. Stoprorp. Brit. M. J., 1933, ii, 770. 





276 


A new case of paraplegia due to Pott’s disease cured by 
resection of the lumbar sympathetic. VALLs and Diez. 
Soc. de cirug. de Buenos Aires, 1933, xvii, 1048. 

Bilateral splanchnic nerve section in a juvenile diabetic. 
DE TAKATS and Fenn. Ann. Int. Med., 1933, vii, 422. 

Resection of the sympathicus for causalgia in amputation 
stumps. K. Rescuke. Zentralbl. f. Chir., 1933, p. 1230. 


Miscellaneous 


The composition of the cerebrospinal fluid at the level 
of the occiput and at the level of the iliac crests. A. 
BARLOVATZ. Presse méd., Par., 1933, xli, 1602. 


SURGERY OF 


Chest Wall and Breast 


Penetrating wounds of the chest in civil life. P. H. Durr. 
Texas State J. M., 1933, xxix, 438. 

How is the diagnosis of penetrating injuries of the chest 
made, and what should the general practitioner do about 
it? W. Feurx. Ztschr. f. aerztl. For tbild., 1933, xxx, 256. 

Tumors of the bony chest wall. C. A. Hepstom. Ann. 
Surg., 1933, xCviii, 528. [207] 

A case of chondroma of the rib with intrathoracic growth. 
E. Sorret and H. Osertuur. Bull. et mém. Soc. nat. de 
chir., 1933, lix, 1268. 

Some diseases of the breast. W. F. SuERMoNDT. Nederl. 
Tijdschr. v. Geneesk., 1933, p. 2174. 

Gynecological aspects of the etiology and treatment of 
chronic mastitis. H.C. Taytor, Jr. Surg., Gynec. & 
Obst., 1933, lvii, 627. 

Vestigial mastitis. 
1933, XCViii, 855. 

The treatment of bleeding breasts. C. MEYER. 
Soc. d’obst. et de gynéc. de Par., 1933, xxii, 6869. 

Hemorrhage from the nipple due to a benign intra- 
ductal polyp. H. INcteBy. Lancet, 1933, ccxxv, 1206. 

Duct papilloma of the breast. E. H. Lepper and others. 
Lancet, 1933, CCXxv, 1031. 

Paget’s disease of the breast. E. C16rota. Rev. Sud- 
Am. de méd. et de chir., 1933, iv, 587. 

Benign lesions of the female breast simulating cancer. 
M. Cutter. J. Am. M. Ass., 1933, ci, 1217. [207] 

Biopsy in mammary cancer. J. Ew1nc. Internat. J. 
Med. & Surg., 1933, xlvi, 546. 

The bases for the histological grading of carcinoma of 
the breast. C. D. HAAGENSEN. Am. J. Cancer, 1933, xix, 
28s. 208 

Pre-operative irradiation in cases of cancer of the breast, 
with and without biopsy. J. C. BLoopGoop. Ann. Surg., 
1933, XCviii, 933. 

Methods of roentgen treatment in carcinoma of the 
breast; report of 210 cases. E. A. May. Radiology, 1933, 
xxi, 420. [208] 

The technical point in amputation of the breast in 
carcinoma. P. DuvaL and H. Repon. J. de chir., 1933, 
xlii, 497. 

Histological factors in the prognosis of mammary cancer 
treated by radical operation and X-ray. W. A. Evans, Jr. 
Am. J. Cancer, 1933, xix, 328. [209] 

Unique cerebral metastasis of breast tumor treated by 
surgical removal; excellent result maintained for sixteen 
months. D. P. Dutariuts. Bull. et mém. Soc. nat. de 
chir., 1933, lix, 1281. 

Present status of plastic surgery of the breast. L. 
DarticuEs. Clin. y. lab., 1933, xvili, 737. 


A. V. Moscucowitz. Ann. Surg., 


Bull. 


INTERNATIONAL ABSTRACT OF SURGERY 


The value of manometric study of the cerebrospinal 
pressure taken by lumbar puncture with the patient in a 
sitting position and in lateral decubitus. R. SINIscALcut. 
Policlin., Rome, 1933, xl, sez. prat. 1839. 

Alcohol injected intravenously; its penetration into the 
cerebrospinal fluid in man. H. G. MEHRTENS and H. W. 
Newman. Arch. Neurol. & Psychiat., 1933, xxx, 1092. 

Neurological emergencies. W. Harris. Lancet, 1933, 
ccxxv, 840. 

Traumatic neurosis—fact or fiction? J. H. Dempster. 
Internat. J. Med. & Surg., 1933, xlvi, 5109. 

The traumatic factor in organic nervous disease. W. 
Harris. Brit. M. J., 1933, ii, 955. 


THE CHEST 


Trachea, Lungs, and Pleura 
E. Conte and A. Costa. 


E. H. Evans, 


Angiopneumography. Radi- 
ology, 1933, Xxi, 461. 

Bronchoscopy; its usefulness in India. 
Indian M. Gaz., 1933, xviii, 567. 

The necessity of bronchoscopy in the diagnosis and 
treatment of the lungs. W. H. BARNEs. J. Nat. M. Ass., 
1933, XXV, 154. 

A foreign body in the bronchus, with an unusual physical 
sign. T. B. Layton. J. Laryngol. & Otol., 1933, xlviii, 703 

The changes in the lungs in closure of the bronchus bya 
foreign body and their importance for X-ray diagnosis. 
S. ReErNBERG and S. Srmonson. Vestnik. Rentgenol., 
1932, X, 385. (210) 

Penetrating wound of the heart and lung, with success/ul 
surgical removal of foreign body. B. J. DrREImLING. Ohio 
State M. J., 1933, xxix, 698. 

Bilateral traumatic pneumothorax, with recovery. O. k 
Trojye. South. M. J., 1933, xxvi, 928. 

Chronic bilateral spontaneous pneumothorax. J. Lewis. 
Brit. M. J., 1933, ii, 779. 

Cervicothoracic abdominal contracture due to non- 
malignant pulmonary lesion. H. BASABE. Semana mé«il 
1933, xl, 933. 

Intrabronchial injections of lipiodol with an intranasal 
sound. S. Grezzt. Rev. méd. Lat.-Am., 1933, xviii, 1403. 

Roentgenological diagnosis of hydatid cyst of the lung 
J. Bratne. Bull. et mém. Soc. nat. de chir., 1933, lix, 
1275. 

A case of gigantic primary pulmonary hydatidosis. 
J. Ruiz pE GuarptA. Clin. y lab., 1933, xviii, 843. 

Pneumothorax due to hydatid cyst. CALVO MELENDR». 
Arch. de med., cirug. y especial., 1933, xiv, 1241. 

The surgical treatment of echinococcus cyst of the liver 
with rupture into the bronchi. H. Toorr. Arch. f. klin. 
Chir., 1932, clxxii, 106. 

Syphilis of the lung. U. Nuvott. 

1933, xl, sex. med. 649. 

Pulmonary and thoracic actinomycosis. P. Fottz and 
G. CANAVERO. Arch. ital. di chir., 1933, xxxiv, 749. [210] 

Bone lesions in fungus infections of the lungs; a report of 
two cases. R. H. StreEnm. Wisconsin M. J., 1933, Xxxii, 
764. 

Tuberculous cavities; their significance, prognosis, and 
treatment. C. R. Howson. California & West. Med., 
1933, XXXiX, 302. 

Hydatid cyst of the lung in pulmonary tuberculosis. 
H. Norrté, I. R. STEINBERG, and R. G. Corra. Semana 
méd., 1933, xl, 1170. 

Branchioma and tuberculosis.’ B. Fortacfn. Actas So: 
de cirug. de Madrid, 1933, ii, 215. 


Policlin., Rome, 





BIBLIOGRAPHY OF CURRENT LITERATURE 


lhe indications for collapse therapy in pulmonary tuber- 
I. D. Bronrin. Ann. Int. Med., 1933, vii, 468. 
[210] 


culosis. 


Collapse therapy in the treatment of tuberculosis of 
the lungs. S. H. Martin. Chinese M. J., 1933, xlvii, 
No. 9. 

ae of multiple section of adhesions during thera- 
"4 pneumothorax. J. A. Pascuat, S. A. AYERBE, and 

\. PascuaL. Med. Ibera, 1933, xvii, 565. 

s case of (successive) bilateral artificial pneumothorax. 
A. TeMpLE. Canadian M. Ass. J., 1933, Xxix, 535. 

Bilateral pneumothorax. M. Zappra. Rassegna inter- 
naz. di clin. e terap., 1933, Xvi, 751. 

The method of action of phrenicectomy; obtaining com- 
parable clinical results without paralysis of the diaphragm 
by exeresis through error; severing nerve other than the 
phrenic. Bonaré. Presse méd., Par., 1933, xli, 1604. 

Attempts to improve thoracoplasty, and observations on 
over 100 cases. STEGEMANN. Zentralbl. f. Chir., 1933, 
p. 1291. [211] 

Ultimate results of thoracoplastic operations in pul- 
monary tuberculosis. J. J. WIENER and M. FIsHBERG. 
Arch. Int. Med., 1933, lii, 341. [213] 

Pulmonary lobectomy. The technique and a report of 
ten cases. J. E. H. Rosperts and H. P. NEtson. Brit. J. 
Surg., 1933, XXi, 277. [213] 

The reclining position in the surgical treatment of pul- 
monary suppuration. H. CostantIni and E. CurtiL_et. 
Presse méd., Par., 1933, xli, 1707. 

The treatment. of pulmonary abscess. 
Med. Ibera, 1933, xvii, 501. 

Diathermy in the treatment of pulmonary abscess and 
gangrene. T. Lucuerini. Policlin., Rome, 1933, xl, sez. 
prat. 1715. 

Congenital ees: H. V. Mortock and A. J. S. 
Pincuin. Brit. M. J., 1933, ii, 780. 

Upper lobe bronchiectasis.. E. H. Rupin and H. $ 
Newman. Am. J. M. Sc., 1933, clxxxvi, 650. 

Bronchiectasis with condensing tuberculous retraction. 
AMEUILLE and PERREAU. Bull. et mém. Soc. méd. d 
hop. de Par., 1933, xlix, 1136. 

The surgical treatment of bronchiectasis. 
Brit. J. Surg., 1933, xxi, 257. 

Collapse therapy of bronchiectasis. E. Rist. 
Med., 1933, Vii, 417. 

Collapse therapy of bronchiectasis. P. 
South. M. & S., 1933 xcv, 611. 

Bronchiectasis. A study of the pathology of sixteen 
surgical lobectomies for bronchiectasis. W. L. Ropinson. 
Brit. J. Surg., 1933, xxi, 302. [213] 

Malignant disease of the bronchus. F. C. OrmMERop. 
J. Laryngol. & Otol., 1933, xlviii, 733. [214] 

Primary carcinoma of the lung, with special reference to 
incidence, early diagnosis, and treatment. A. J. Hrupy 
and H. C. Sweany. Arch. Int. Med., 1933, lii, 497. [214] 

Clinical and radiological diagnosis of cancer of the lung. 
J. Patacio. Rev. méd. d. Rosario, 1933, xxiii, 774. 

Primary carcinoma of the lung. D. B. Harp1nc. 
tucky M. J., 1933, xxxi, 524. 

Primary carcinoma of the lung. R. H. OvErnoLt. Am. 
J. Surg., 1933, xxii, 181. 

Sarcoma of the lung with massive cavities containing 
bloody fluid simulating hemorrhagic pleurisy. J. C. 
Mussi0-FournrER, A. Bertouini, J. M. Cervino, and 
A. F, Roca. Bull. et mém. Soc. méd. d. hop. de Par., 
1933, xlix, 1134. 

The surgical treatment of pulmonary diseases. W. 
Denk. Wien. med. Wchnschr., 1933, i, 577- 

A new route to the apex of "the lung through the first 
two ribs. R. Brociio. Arch. ital. di chir., 1933, xxiv, 819. 


A. J. JAacue. 


R. M. JANES. 
[213] 
Ann. Int. 


H. RINGER. 


Ken- 


277 


Serofibrinous pleurisy and acute non-tuberculous arthri. 
tis following curable lymphocytic meningitis. A. Catn- 
C. Gautier, and A. MEYER. Bull. et mém. Soc. méd. d. 
hop. de Par., 1933, xlix, 1174. 

Suppurative pleurisy and bronchial fistule. H. Litten- 
THAL. Bull. et mém. Soc. nat. de chir., 1933, lix, 1216. 

Empyema. J. B. Hunter. Med. J. Australia, 1933, ii, 
586. 

Chronic empyema. G. H. Buncu and E, 
J. South Carolina M. Ass., 1933, xxix, 250. 

The treatment of empyema; a review of recent methods. 
C. A. Fercuson. Glasgow M. J., 1933, Cxx, 163. 

The treatment of acute empyema. R. B. BEeTTMAN. 
Surg. Clin. North Am., 1933, xiii, I1or. 

Ribs overlying empyema cavities; a pathological study. 
J. D. Biscarp. Arch. Surg., 1933, XxXvll, 941. 

Pleural calcification; calcification of the entire parietal 
pleura, with the report of a case. H. A. HILL. Radiology, 
1933, XXi, 431. 


Heart and Pericardium 


L. MADDEN. 


Obliterated pericardium by hypernephroma metastasis. 
J. A. LAnrorp and E. P. Tuomas. South. M. J., 1933, 
XXVi, 929. 


(Esophagus and Mediastinum 


A report of seven cases of partial thoracic stomach with 
a short oesophagus. J. P. MONKHOUSE and S. K. Monrt- 
GOMERY. J. Laryngol. & Otol., 1933, xlviii, 743. [214] 

Foreign bodies in the oesophagus and bronchi. Gop- 
sALL. Australian & New Zealand J. Surg., 1933, iii, 172. 

Spontaneous rupture of the cesophagus. H. L. Popper. 
Med. Clin., 1933, i, 810. {[215] 

Congenital atresia of the esophagus with tracheoeso- 
phageal fistula. A. Matmeu and H. E. Gotpsmita. Am. 
J. Surg., 1933, xxii, 233. 

Congenital atresia of the cesophagus; a new diagnostic 
technique. G. TucKER and E. P. PENDERGRAss. J. Am. 
M. Ass., 1933, Ci, 1726. 

Stenosis of the cesophagus following scarlet fever. E. 
Puieps. Clujul med., 1932, xiii, 592. 

The treatment of stenosis of the cesophagus; total re- 
placement of the cesophagus and gastric fistula. F. Pets 
LeEusDEN. Med. Clin., 1933, i, 481. 

Prethoracic cesophagoplasty for incurable 
R. GRréGOrRE. 
lix, 1283. 

Involvement of the oesophagus in acute and in chronic 
infection. H. P. Mosuer. Arch. Otolaryngol., 1933, 
XVili, 563. 

The association of benign and malignant lesions of the 
cesophagus. P. P. Vinson and F. S. KENNEpy. Am. J. 
M. Sc., 1933, clxxxvi, 660. 

Carcinoma of the oesophagus. W. S. QuINLAND and 
J. R. Curr. J. Nat. M. Ass., 1933, xxv, 157. 

Carcinoma of the cesophagus in woman. W. F. WASSINK. 
Geneesk. Bl., 1933, Xxxi, 60. 

A study of the motor phenomenon of the mediastinum 
in infants and children; with particular reference to hyper- 
plasia of the thymus. C. K. HAstey. Radiology, 1933, 
xxi, 477. 

Mediastinal flutter and the significance of the vena cava 
in circulatory failure. W. ZAHN and F. Eccs. Deutsche 
Ztschr. f. Chir., 1933, ccxl, 269. 


stenosis. 
Bull. et mém. Soc. nat. de chir., 1933, 


Miscellaneous 


and fissures; an 
DuvERGES. Semana 


Congenital diaphragmatic herni« 
anatomicopathological study. C. J. 
méd., 1933, xl, 913. 





278 INTERNATIONAL 


Diaphragmatic hernia and secondary anemia; ten cases. 
\. V. Bock, J. W. Dutin, and P. A. Brooke. New 
England J. Med., 1933, ccix, 615. [215] 

Dermoid cyst of the thorax. A. D. BEvAN. Surg. Clin. 
North Am., 1933, xiii, 1165. 

Intrathoracic dermoid cysts and teratomata, with a 
report of 6 personal cases and 185 cases collected from the 
literature. A. Hepsiom. J. Thoracic Surg., 1933, iii, 
22. {215} 


SURGERY OF 


Abdominal Wall and Peritoneum 


The treatment of intercostal neuralgia of the abdominal 

wall. J. B. Carnetr and W. Bates. Ann. Surg., 1933, 
XCviii, 820. 
Spontaneous hernia in the semilunar line of Spigelius. 
Costa. Arch. ital. di chir., 1933, xxxiv, 705. [217] 
Hernia in the line of Spiegel. R. Fournrer. Bull. Soc. 
d’obst. et de gynéc. de Par., 1933, xxii, 695. 

The ligament teres as a pathogenic factor in epigastric 
hernia. V. ALBERTI. Policlin., Rome, 1933, xl, sez. prat. 
1448. 

Report on 20,199 collected operations for inguinal hernia. 
W. Brock. Arch. f. klin. Chir., 1933, clxxv, 607. [217] 

Herniotomy by the method of Bassini. A. CATTERINA,. 
1933: Berlin and Vienna, Urban & Schwarzenberg. 

The rectus muscle in the Bassini operation. G. BAGcro. 
Policlin., Rome, 1933, xl, sez. prat. 1686. 

A modified Bassini operation for inguinal hernia which 
has been employed in 4,500 cases. KIRSCHNER. Arch. f. 
klin. Chir., 1933, clxxv, 357. [217] 

Patent urachus. W. H. Mast, C. W. Streamer, and 
G. A. Unruc. Am. J. Surg., 1933, xxii, 210. 

Sarcoma of the urachus. H. K. RANsom. 
1933, XXii, 187. 

The bacteriology of acute peritonitis. P. CazzAMALI and 
R. MIGLIERINA. Arch. ital. di chir., 1933, xxxiv, 573. 


G. 


Am. J. Surg., 


Encapsulating peritonitis; a case report. R. BONNEAU. 
Bull. et mém. Soc. d. chirurgiens de Par., 1933, Xxv, 437. 

Surgery in the treatment of encapsulated peritonitis. 
R. BonNEAv. Rev. de chir., Par., 1933, lii, 638. 

The treatment of pneumococcal peritonitis. H. ScHav- 
pic. Zentralbl. f. Chir., 1933, p. 1344. 

The abuse of the drainage tube in the treatment of 
peritonitis, with an analysis of 244 cases of diffuse peri- 
tonitis treated without drainage. A. J. Trinca. Med. J. 
Australia, 1933, ii, 465. 

Recurring mesenteric thrombosis. H. W. Jones. 
J. Surg., 1933, xxii, 318. 

Mesenteric cyst. G. W. 
XXii, 321. 

Voluminous fibrosarcoma of the mesentery, incarcerated 
in the pelvis, causing intestinal obstruction. I. BoRDEIANU. 
Rev. de chir., Bucharest, 1933, xxxvi, 262. 

Partial torsion of the omentum. REDON and MIALARET. 
Bull. et mém. Soc. nat. de chir., 1933, lix, 1254. 

Amputation of the omentum due to torsion. 
Bull. et mém. Soc. nat. de chir., 1933, lix, 1254. 

Hemangio-endothelioma of the omentum. C. S. WuIrTe. 
Am. J. Surg., 1933, xxii, 295. 


Am 


PHELAN. Am. J. Surg., 1933, 


GUIBAL. 


Gastro-Intestinal Tract 


The necessity for constant suction to inlying nasal tubes 
for effectual decompression or drainage of upper gastro- 


THE 


ABSTRACT OF SURGERY 


The thoracic lipomata. 
xCvili, 801. 

Primary intrathoracic malignant tumors. 
South. M. J., 1933, Xxvi, 909. 

Advances in thoracic surgery; lungs, 
pericardium, and diaphragm. <A. RvueEtz. 
Chir., 1933, Pp. 2072. 

Spinal anesthesia in thoracic surgery. 
Canadian M. Ass. J., 1933, xxix, 528. 


G. J. Hever. Ann. Surg., 1933, 


M. P. Neai 
pleura, heart, 
Zentralbl. {, 


H. J. SHterps, 


ABDOMEN 


intestinal tract; with comments upon drainage of other 
body cavities. J. R. Patne and O. H. WANGENSTELN. 
Surg., Gynec. & Obst., 1933, lvii, 601. 

Hourglass stomach. HARTMANN and SoupauLt. Bull. ct 
mém. Soc. nat. de chir., 1933, lix, 1228. 

Spinach and gastric secretion. FERNANDEZ. Prog. de la 
clin., Madrid, 1933, xxi, 605. 

Cytodiagnosis of the gastric contents following alcohol 
test meal. The oxydase reaction as a diagnostic aid 
C. Voces. Deutsche Ztschr. f. Chir., 1933, ccxl, 601. 

Studies on gastric resorption in ileus. MAtriais 
Arch. f. klin. Chir., 1933, clxxv, 458. 

The treatment of the sequel of gastric injuries with 
acid or alkali. G. S. Tuntk. Arch. f. klin. Chir., 1933, 
clxxiv, 723. 

Cardiospasm in children. 
Chir., 1933, clvii, 617. 

Two cases of pyloric stenosis due to muscular hyper 
trophy a ge in infants. G. Lyon and A. BERGERE?. 
Presse méd., Par., 1933, xli, 1665. 

Chronic hypertrophic stenosis of the pylorus in adults 
E. W. Twininc. Brit. J. Radiol., 1933, vi, 644. [218} 

Emphasis on certain phases of the treatment of con 
genital pyloric stenosis. E. M. Miter. Surg. Clin. North 
Am., 1933, Xiii, IIIT. 

Splenomegaly and gastric hemorrhage. H. VAN WELY. 
Nederl. Tijdschr. v. Geneesk., 1933, p. 2780. 

Surgical treatment of acute gastric hemorrhage. II. 
FINSTERER. J. de chir., 1933, xlii, 673. 

Gastrocolic fistula due to carcinoma. J. FRrEDENWAL) 
and M. FeELpMAN. Internat. Clinics, 1933, iv, 28. 

Hydatid cyst ret rupture into the stomach. R. |. 
Mascrotrra and F. F. Ferranpo, Rev. méd.-quirirg. de 
patol. femenina, —. » 363. 

A clinical and therapeutic study of gastric and duodenal 
ulcer. L. Tomasr. Policlin., Rome, 1933, xl, sez. prat.1643. 

The pathology of peptic ulcers. C. D. NEWEL. Rhode 
Island M. J., 1933, xvi, 169. 

The familial occurrence of gastric ulcer. A. Ritrer and 
H. KELLER. Schweiz. med. Wchnschr., 1933, i, 561. 
Postoperative peptic ulcer. BLEFARI-MELAZZI. 

clin., Rome, 1933, xl, sez. chir. 565. 

C hanges i in the ganglia of the walls of the stomach in 
experimental inflammatory ulcerous lesions of the stomac!) 
A. Frorentini. Ann. ital. di chir., 1933, xii, 171. [219 

Roentgenological picture of pyloric hypertrophy and 
prepyloric spasm in chronic gastritis and gastric ulccr. 
F. SercK-HANSSEN. Beitr. z. klin. Chir., 1933, clvii, 404 

Perforation of the stomach and subphrenic pyopnet' 
mothorax. J. Svernsson. Zentralbl. f. Chir., 1933, p 
1350. 

Successive perforation of two anastomotic marginal 
ulcers in the same patient. K. A. Meyer and P. A. Ros! 
Surg. Clin. North Am., 1933, xiii, 1251. 

Fundamental difficulties in the treatment of pep! 
ulcer. W. L. Patmer. J. Am. M. Ass., 1933, ci, 1604. 


J. Hansen. Beitr. z. klin 


Poli 





BIBLIOGRAPHY OF CURRENT LITERATURE 


_ The diagnosis and medical treatment of peptic ulcer. 

. B. LAwson. Virginia M. Month., 1933, lx, 462. 

“The treatment of gastroduodenal ulcer by pepsin injec 
tion. J. M. G. GatvAn. Rev. méd. Lat.-Am., 1933, 
xvili, 1365. 

Clinical and roentgenological results obtained in the 
treatment of gastric and duodenal ulcerative disease with 
sodium benzoate. A. Pozzi and L. Srorza.  Policlin., 
Rome., 1933, xl, sez. med. 569. [220| 

The value of the roentgen ray in the management of 
duodenal and gastric ulcers. C. H. PETERSON. Virginia 
M. Month., 1933, lx, 461. 

The surgical treatment of gastric and duodenal ulcers. 
Il. H. Trout. Virginia M. Month., 1933, Ix, 466. 

The surgical treatment of peptic ulcer of the stomach 
and duodenum. H. W. Roru. Clujul med., 1932, xiii, 603. 

Selection of the method of treatment of ulcers of the 
stomach and duodenum penetrating into the pancreas. 
\. J. PAvLovsky. Soc. de cirug. de Buenos Aires, 1933, 
xvii, 1026. 

l'atal hemorrhage in peptic ulcer treated conservatively. 
J. W. Hinton. Am. J. Surg., 1933, xxii, 315. 

Mucin therapy; gastrojejunal ulcer with haemorrhages. 
J. R. MILter and W. H. Hotmes. Illinois M. J., 1933, 
lxiv, 487. 

The use of the roentgen ray in ruptured gastric ulcer. 
Ii. Korsy. Zentralbl. f. Chir., 1933, p. 1518. 

Bleeding gastric ulcer in a diaphragmatic hernia, with a 
contribution on the radical treatment of both diseases. 
Rk. DemMEL. Wien. klin. Wchnschr., 1933, i, 486. 

The surgical treatment of massive hemorrhage from 
gastric ulcer. K. Rescukre. Med. Klin., 1933, i, 483. 

Surgical treatment of massive gastroduodenal hemor- 
rhage due to ulcer. F. Papin and P. Wrimorn. J. de 
chir., 1933, xlii, 559. 

Immediate and late results of operations for perforated 
gastroduodenal ulcer. J. CreysseL and J. bE MourQues. 
Rev. de chir., Par., 1933, lii, 627. 

Leiomyoma of the stomach. K. A. MEvER and P. A. 
Rost. Surg. Clin. North Am., 1933, xiii, 1245. 

Gastric carcinoma with fibrin clots simulating polyposis. 
S. M. Montcomery. Brit. J. Radiol., 1933, vi, 624. 

The operative curability of carcinoma of the stomach. 
L. Parsons. New England J. Med., 1933, ccix, 1006. 

A review of gastro-intestinal surgery in 1932. M. A. 
McIver. New England J. Med., 1933, ccix, 1113. 

I:xcluding resection of the stomach. H. BUERKLE-DE LA 
Camp. Deutsche Ztschr. f. Chir., 1933, ccxl, 456. 

The Finsterer method of palliative gastric resection. 
G. MatTotay. Orvosi hetil., 1933, p. 356. 

A new technique in gastrojejunostomy. I. 
Lancet, 1933, CCxxv, 802. 

Emergency complications occurring after operations on 
the stomach and duodenum, and their treatment. D. C. 
BaLrour. Ann. Surg., 1933, xcviii, 882. 

Changes in the blood following gastric resection, with 
particular reference to pernicious anemia. M. C. Lorrrup 
and K. Ronoitm. Acta med. Scand., 1933, Ixxx, 243. 

Operative technique for recurrence of gastric diseases. 
I, SCHNEIDER. Deutsche med. Wchnschr., 1933, i, 602. 

Routine management of the gastrostomy patient. W. I 
Watson. New York State J. M. 1933, xxxili, 1261. 

Multiple intestinal obstruction. L. E. MAHoNEy and 
J. W. Bupp. Am. J. Surg., 1933, xxii, 312. 

Partial intestinal obstruction. J. F. Kewey. 
Surg., 1933, Xxli, 299. 

The influence of hypertonic salt solutions on the motility 
of normal and of obstructed intestine. An experimental 
study. A. Ocusner, I. M. Gace, and R. A. Currine. 
Arch, Surg., 1933) XXVii, 742. [220] 


BACK. 


Am. J. 


279 


Retrograde and segmental lavage in the treatment of 
intestinal obstruction. M. P. ZABALA. Semana méd., 
1933, xl, 1032. 

Granuloma of the intestine. 
valve. H. W. L. MoLteswortu. 
370. 

Wrinkles and recipes in intestinal surgery. 
Ann. Surg., 1933, XCviii, 830. 

Voluminous cyst of the mesentery; extensive intestinal 
resection; recovery. MILiAnircu. Bull. et mém. Soc. nat. 
de chir., 1933, lix, 1260. 

Some limitations of enterostomy. 
Ann. Surg., 1933, XCviii, 897. 

Changes in the blood and water metabolism in experi- 
mental ileus of the small bowel in the dog. K. BraNnpes. 
Beitr. z. klin. Chir., 1933, clvii, 364. 

The action of morphine on the small intestine and its 
clinical application in the treatment of peritonitis and 
intestinal obstruction. T. G. Orr. Ann. Surg., 1933, 
XCVili, 835. {221| 

Drainage of the small bowel in paralytic ileus and 
obstruction. R. BERNARD. Rev. de chir., Par., 1933, 
lii, 606. 

Intussusception. A. H. 
North Am., 1933, xiii, 1117. 

Acute and chronic intussusception. C. W. 
Ohio State M. J., 1933, xxix, 693. 

Intussusception associated with tuberculosis; a case in 
an adult. E.R. Easton. Arch. Surg., 1933, xxvii, 808. 

Observations upon multiple intramesenteric diverticula 
of the small intestine. R. W. Butter. Brit. J. Surg., 
1933, XXi, 320. 

A case of marked dilatation of the duodenum. J. T. R. 
SCHREUDER, JR. Nederl. Tijdschr. v. Geneesk., 1933, p. 
1301. 

The etiology and clinical manifestations of chronic duo- 
denal stenosis and megaduodenum. E. Kraas. Beitr. z. 
klin. Chir., 1933, clvii, 480. 

Diverticula of the duodenum. W 
Ogy, 1933, XXi, 401. 

A study of periduodenal hernia. U. 
Rome, 1933, xl, sez. chir. 607. 

The diagnosis and treatment of duodenal ulcer. R. S. 
ANDERSON. Virginia M. Month., 1933, lx, 4or. 

Coincident hemorrhage and perforation in chronic 
duodenal ulcer. J. Burke and C. Kummer. Am. J. 
Surg., 1933, XXii, 274. 

Repeated perforations in a case of duodenal ulcer. 
W. WHEELER. Brit. M. J., 1933, ii, 646. 

Resection for penetrating duodenal ulcer. 
Chirurg., 1933, V, 320. 

The technique of resection of deep-seated duodenal ul- 
cers. O. Bsten. Arch. f. klin. Chir., 1933, clxxv, 114. 

A case of ruptured jejunal diverticulum. R. FLYNN. 
Australian & New Zealand J. Surg., 1933, iii, 192. 

Jejunal ulcer. EK. ANprews. Surg. Clin. North Am., 
1933, Xili, 1201. 

The diverticula of the jejuno-ileum. I. 
J. Surg., 1933, xxi, 183. 

Chronic cicatrizing enteritis; regional ileitis (Crohn). A 
new surgical — I’. I. Harris, G. H. Beir, and H. 
BRUNN. Surg., Gynec. & Obst., 1933, lvii, 637. 

A case of malignant tumor in the remnants of the ductus 
omphalo mesentericus. A. J. M. Louman. Nederl. Tijd- 
schr. v. Geneesk., 1933, p. 1297. 

Hemorrhagic Meckel’s diverticulum. D. F. 
Am. J. Surg., 1933, xxii, 308. 

Radiological study of the movements of the mucous 
folds of the large bowel. S. KaprNKA and H. Auproun. 
Presse méd., Par., 1933, xli, 1553. 


Stenosis of the ileocecal 
Brit. J. Surg., 1933, xxi, 


C. H. Mayo. 


A. McCGLANNAN, 


Monrtcomery. Surg. Clin. 


Mayo. 


. H. Grppon. Radiol- 


Papa. Policlin., 


SIR 


Howe_paum. 


Brit. 


FRASER. 


CLARK. 





280 


Ulcerative colitis. T. L. Harpy and E. Butmer. Brit. 
M. J., 1933, ii, 812. 

Chronic ulcerative colitis; a disease of systemic origin. 
L. A. Bute and J. A. BArGEN. J. Am. M. Ass., 1933, Ci, 
1462. 

The present status of idiopathic ulcerative colitis, with 
special reference to etiology. M. Pautson. J. Am 
Ass., 1933, Ci, 1687. 

Hirschsprung’s disease after plication of the sigmoid 
flexure. W. G. SPENCER. Proc. Roy. Soc. Med., Lond., 
1933, XXVii, 29. 

The diagnosis of carcinoma of the colon. W. C. WHITE. 
Am. J. M. Sc., 1933, clxxxvi, 665. 

Carcinoma of the colon. F. H. Laney. 
1933, Xxi, 64. 

Carcinoma of the colon and rectum. G. pE TARNOWSKY 
and P. J. Sarma. Surg. Clin. North Am., 1933, xiii, 1221. 

Diverticulitis of the cecum. S. Epstern. Am. J. Surg., 
1933, XXxii, 276. 

The appendix problem. W. A. Lrncoin. Canadian M. 
Ass. J., 1933, Xxix, 523. 

A digest of statistics on appendicitis with deductions 
therefrom. P. S. CampicHe. West. J. Surg., Obst. & 
Gynec., 1933, xli, 605. 

Some remarks on the etiology of appendicitis, with 
particular reference to its seasonal incidence. A. HAGEN- 
TORN. Muenchen. med. Wchnschr., 1933, i, 613. 

Pain in the right iliac fossa simulating appendicitis. 
C. C. Jones. South. M. & S., 1933, xcv, 595. 

Unusual condition simulating acute appendicitis— 
Vincent’s angina. E. R. Easton. Am. J. Surg., 1933, 
xxi, 74. {221} 

Appendicitis in a child one and one-half years of age. 
E. FLusserR. Muenchen. med. Wchnschr., 1933, i, 609. 

Acute appendicitis incidental to omental inguinal hernia 
and undescended testicle. F. K. Garvey. Am. J. Surg., 
1933, XXli, 279. 

The delayed treatment of peritonitis complicating 
appendicitis. J. M. MELLy. Practitioner, 1933, cxxxi, 569. 

The appendicitis attack and its relations to fecal stone. 
L. Ascuorr. Klin. Wchnschr., 1933, ii, 1081. 2 

Carcinoma of the large bowel as the cause of appendicitis. 
G. E. ParKer and D. B. RoseNnTHAL. Lancet, 1933, 
CCXXV, 1089. 

Calcium therapy for chronic appendicitis. B. THom. 
Arch. f. Verdauungskrkh., 1933, lili, 205. 

The treatment of peritonitis associated with appendicitis. 
FE. B. Porrer and F. A. Cotter. J. Michigan State M. 
Soc., 1933, XXXii, 573. 

Primary carcinoma of the appendix versus carcinoid. 
R. A. LEONARDO. Am. J. Surg., 1933, xxii, 290. 

Two hundred and ninety-one cases of appendectomy. 
J. M. Wottesen. Ugesk. f. Leger, 1933, p. 445. 

Operative team work; team work in appendectomy. 
G. B. ARANA. Semana méd., 1933, xl, 1149. 

Acute malignant lymphogranulomatosis of the ascending 
colon, ileocecal colon resection and resection of a loop of 
small bowel covered by the colon; cure lasting for six 
years. J. BRAINE. Bull. et mém. Soc. nat. de chir., 1933, 
lix, 1288. 

Fistula of the transverse colon. 
Surg., 1933, xxii, 271. 

Submucous lipoma of the transverse colon. 
PANZNER and F. S. Porretta. Am. J. Surg., 
303. 

Perforated sigmoiditis with generalized peritonitis. J. A. 
Lazarus. Am. J. Surg., 1933, xxii, 284. 

The embryological and evolutionary manifestations in 
anorectal and colonic disease. E. G. Martin. J.-Lancet, 
1933, lili, 564. 


Am. J. Surg., 


D. BRANNAN. Am. J. 


E. J. 
1933, XXli, 


INTERNATIONAL ABSTRACT OF SURGERY 


Impalement of the rectum. J. H. Breyer. Am. J 
Surg., 1933, Xxii, 305. 

Instrumental perforation of the rectum. K. E. Smitey 
California & West. Med., 1933, Xxxix, 329. 

Stricture of the rectum. C. F. Martin. 
Ass., 1933, Ci, 1550. 

flammatory strictures of the rectum and lymphogra 
nuloma inguinale. L. PETERSON. Finska lik.-sillsk. handl., 
1933, Ixxv, 545. (223) 

Common causes of failure to cure rectal fistula. D. A 
SmitH. J.-Lancet, 1933, liii, 590. 

Inflammatory disease of the rectum and rectal stenosis 
J. Stnfque. Bull. et mém. Soc. nat. de chir., 1933, lix, 
1233. 

Lymphadenoma of the rectum. A. A. Epstern. Arch. / 
klin. Chir., 1933, clxxv, 351. 

Some requisites in the treatment of cancer of the rectum. 
J. Mure. Internat. J. Med. & Surg., 1933, xlvi, 548. 

The rectal cancer problem, with special reference to the 
use of roentgen and radium rays. G. E. BINKLEY. | 
Lancet, 1933, liii, 580. 

Surgical consideration of rectal carcinoma. W. Etsry- 
staEpT. Ztschr. f. aerztl. Fortbild., 1933, xxx, 281. 

The one-stage abdominoperineal operation for car- 
cinoma of the rectum. T. E. Jones. J.-Lancet, 1933, liii, 


J. Am. M 


577: 

The relationship of the blood supply and lymphatic 
drainage of the sigmoid and rectum to surgical procedures 
K. E. Smttey. West. J. Surg., Obst. & Gynec., 1933, xi, 
635. 
The technique of graded combined-abdominal resection 
of the rectosigmoid and rectum. F. W. RANKIN.  J.- 
Lancet, 1933, liii, 572. 

Imperforate anus. F. CuristopHer. Surg. Clin. North 
Am., 1933, xiii, 1213. 

Hemorrhoids. C. Rosser. J.-Lancet, 1933, liii, 584. 

Hemorrhoids; a clinical and therapeutic concept. G. 
ZorRaAQuin. Rev. méd. Lat.-Am., 1933, xviii, 1396. 

The quinine-urea treatment of hemorrhoids. A. | 
PANTING. Med. J. Australia, 1933, ii, 436. 

Malignant anal lesions of epithelial origin. L. A. Bure 
and J. C. M. Brust. J.-Lancet, 1933, liii, 565. 

Important little things in the treatment of anal dis- 
eases. L. J. HirscHMANn. J. Michigan State M. Soc., 1933. 
XXXii, 534. 


Liver, Gall Bladder, Pancreas, and Spleen 


Foreign bodies in the biliary tract. C. G. Toran». 
Ann. Surg., 1933, XCviii, 904. 

Diseases of the biliary tract; diagnosis and treatment; 
medical aspect. R. Fitz. New England J. Med., 1933, 
ccix, 1037. 

The effect of the parathyroids on the electrolytic content 
of the blood following complete external derivation of the 
bile. G. Nicorost. Policlin., Rome, 1933, xl, sez. chir 


587. 
On limy bile. F. KNutsson. Acta radiol., 1933, xiv, 453. 
The surgical aspect of diseases of the biliary tract 


A. T. Bazin. New England J. Med., 1933, ccix, 1042. 

Reviewing biliary surgery. R. H. WaitmMarsH. Rhode 
Island M. J., 1933, xvi, 173. 

Surgical diseases of the biliary tract. D. P. D. Wi1Lkt! 
Brit. M. J., 1933, ii, 767. 

Surgical diseases of the biliary tract. An analysis of 
200 cases. G. H. Eptncton. Glasgow M. J., 1933, 3) 
153 

—_ of the biliary passages based on clinical exper: 
ences with 571 patients. L. WALDEYER. Deutsche mei 
Wchnschr., 1933, i, 802. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Multiple neuritis following biliary tract operations. F. 
CHRISTOPHER, H. A. PASKIND, and L. D. SnNorr. Am. J. 
Surg., 1933, xxii, 280. 

The significance of liver function from the surgeon’s 
standpoint. C. G. Heyp. New York State J. M., 1933, 
xxxili, 1317. 

Abnormalities of the right branch of the hepatic artery. 
P. L. Mrrizz1. Zentralbl. f. Chir., 1933, p. 1171. 

Rupture of the liver without tear of the capsule. D. F. 
ROBERTSON and R. R. GrawaAm. Ann. Surg., 1933, xcviii, 
509. 

Atrophy of the liver in children. T. B. Gay. 
Ass. Georgia, 1933, xxii, 421. 

Acholuric jaundice with increased fragility of the red- 
blood corpuscles appearing after splenectomy. A. P. 
THoMSON. Lancet, 1933, CCXXV, 1139. 

Massive paravertebral heterotopia of bone marrow in a 
case of acholuric jaundice. S. J. HARTFALL and M. J. 
SrewartT. J. Path. & Bacteriol., 1933, xxxvii, 455. 

Toxic cirrhosis caused by cinchophen. J. F. WeErr and 
M. W. Comfort. Arch. Int. Med., 1933, lii, 685. 

Practical application of cholecystography. H. Hauser. 
Radiology, 1933, xxi, 472. 

Experimental contribution to cholecystography. K. 
Yamasuita. Arch. f. klin. Chir., 1933, clxxv, 429. 

Further experiences with cholecystography. S. Rapo- 
yevié. Med. Pregl., 1933, viii, 26. 

Decholin-sodium in cholecystography. I. R. JANKEL- 
son and W. S. ALTMAN. Radiology, 1933, xxi, 448. 

The roentgen examination of the gall bladder. G. W. 
Homes. New England J. Med., 1933, ccix, 1039. 

The X-ray gall bladder; a surgical opinion. V. G. 
BurpEN. Am. J. Surg., 1933, xxi, 60. 

Double gall bladder; report of a case. S. F. HERRMANN, 
G. S. Hicks, and D. L. Martin. Arch. Surg., 1933, xxvii, 


J. Med. 


905. 
Gall- bladder disease; one ao end-results. R. S. 


FowLEer. Am. J. Surg., 1933, xx 


Chronic non-calculous disease of th the gall bladder. P. L. 
FarmNas and M. M. Mirrant. Med. rev. Mexicana, 1933, 
xiv, 471. 

The acute gall bladder as a surgical emergency. H. B. 
Stone and J. C. Owrnes. Ann. Surg., 1933, xcviii, 760. 

[224] 


Cholecystectomy and cholecystostomy in acute sup- 
purative and gangrenous cholecystitis. G. H. Pratt. 
Am. J. Surg., 1933, xxi, 46. 

Biliary lithiasis. M.S. KHrera. 
Ixviii, 561. 

The relationship of cholelithiasis to angina pectoris. 
J. G. WerNER. Med. Clin. North Am., 1933, xvii, 823. 

Renal complications of gall-stone disease. W. BARTLETT, 
Jr. J. Missouri State M. Ass., 1933, xxx, 448. 

Lipoid infiltration of the gall bladder. J. BERENDES. 
Arch. f. klin. Chir., 1933, clxxv, 266. 

Multilocular papillary cystadenoma of the gall bladder. 
P. SHAMBAUGH. Am. J. Surg., 1933, xxii, 220. 

Primary carcinoma of the gall bladder and cystocolic 
fistula. H. MAscHeront and A, MANIGcLIA. Rev. méd.- 
quirarg. de patol. femenina, 1933, i, 351. 

Some guides in gall-bladder surgery. 
Deutsche Ztschr. f. Chir., 1933, ccxl, 695. 

Cholecystogastrostomy. A. JENTZER. 
Wchnschr., 1933, i, 542. 

Cholecystelectrocoagulectomy without drainage for gall- 
bladder disease. M. THorEK. Illinois M. J., 1933, lxiv, 
425. 

The patency of the biliary ducts determined by radi- 
opaque oil injected through a T-tube previously placed 
in the common bile duct for the purpose of prolonged 


Indian M. Gaz., 1933, 


FEDOROFF. 


Schweiz. med. 


281 


drainage. E. S. Jupp and J. R. ParLuirs. 
& Obst., 1933, lvii, 668. 

An experimental study on the calcium, magnesium, and 
phosphorous of the blood in obstruction of the ductus 
choledochus. F. Catariorti. Clin. chir., 1933, ix, 927. 

The lactic acid content of the blood in experimental 
occlusion of the ductus choledochus. M. Tirone. Policlin., 
Rome, 1933, xl, sez. chir. 618. 

Medical drainage for calculous obstruction of the ductus 
choledochus. J. Drrresco-Popovici. Presse méd., 
Par., 1933, xli, 1730. 

The surgical treatment of calculi embedded in the papilla 
of Vater. Prrpram. Bull. et mém. Soc. nat. de chir., 1933, 
lix, 1264. 

The islands of Langerhans in nineteen cases of obesity. 
R. F. Octtvie. J. Path. & Bacteriol., 1933, xxxvii, 473. 

Sudden death from pancreatic hemorrhage. A. R. D. 
Apams and F. Boutoux. Lancet, 1933, ccxxv, 1034. 

Hemorrhagic necrosis of the pancreas of the pseudo- 
cystic type of Korte. G. Trocu. Policlin., Rome, 1933, 
xl, sez. prat. 1758. 

Chronic pancreatitis associated with gall-bladder dis- 
ease. S. A. Westra. Nederl. Tijdschr. v. Geneesk., 
1933, P- 2799. 

Acute surgical lesions of the pancreas. 
Ann. Surg., 1933, xcviii, 909. 

Wandering spleen with torsion of the pedicle. I. ABELL. 
Ann. Surg., 1933, XCviii, 722. [224] 

Rupture of a splenic aneurism through the lesser peri- 
toneal cavity and into the retroperitoneal tissues. P. 
Mattet-Guy. Arch. franco-belges de chir., 1931-1932, 
XXxili, 1064. 

Constitutional hemolytic icterus; splenectomy as the 
treatment of choice. O. CopELLO. Semana méd., 1933, 
Zl, 3226. 

Studies on hemolytic icterus; sporadic hemolytic icterus 
with a pluriglandular syndrome cured by splenectomy. 
E. JacarELLt. Policlin., Rome, 1933, xl, sez. med. 632. 

Blood cyst of the spleen. F. N. G. Starr. Ann. Surg., 
1933, XCVili, 919. 


Surg., Gynec. 


J. Dove as. 


Miscellaneous 


Non-penetrating wounds of the abdomen. 
Internat. J. Med. & Surg., 1933, xlvi, 517. 
The information obtained by percussion of the abdomen 
in intestinal infarction. A. AMELINE. Presse méd., Par., 
1933, xli, 17209. {224} 
Pylephlebitis. H. Koster and L. P. Arch. 
Surg., 1933, XXvil, gIo. {[224| 
The origin and course of infection in subphrenic abscess. 
P. E. TrRuEspALE. Ann. Surg., 1933, xcvilii, 846. [225] 
Anterior infrahepatic subphrenic abscess in a patient 
with mesenterium communis and left displacement of the 
colon. O. F. Mazzint. Rev. Asoc. med. argent., 1933, 
xlvii, 3023. 
Abdominal ganglioneuromata. P. WILMOTH, 
RAND, and J. PATEL. J. de chir., 1933, xlii, 689. 
Surgical judgment in the approach to the acute ab- 
domen. LEG. Guerry. Ann. Surg., 1933, xCviii, 922. 
Closure of the abdomen with through-and-through silver 
wire sutures in cases of acute abdominal emergencies. 
M. R. Ret, M. M. ZINNINGER, and P. MERRELL. Ann. 
Surg., 1933, xCviii, 8go. 
Minimizing discomfort following laparotomy. LEM. 
SNYDER. J. Michigan State M. Soc., 1933, xxxii, 540. 
Getting up early after abdominal surgery. A. CHALIER. 
Bull. et mém. Soc. nat de chir., 1933; lix, 1211. 


B. MALONE. 


KASMAN. 


I. Bert- 


Bull. 


et mém. Soc. nat. de chir., 1933, lix, 1214. 





INTERNATIONAL ABSTRACT OF SURGERY 


GYNECOLOGY 


Uterus 


The danger of intra-uterine foreign bodies. G. GLASER. 
Deutsche med. Wchnschr., 1933, i, 904. 

Intra-uterine pessaries and their dangers. R. KELLER. 
Bull. Soc. d’obst. et de gynéc. de Par., 1933, xxii, 701. 

The treatment of prolapsus uteri, with special reference 
to the Manchester operation of colporrhaphy. W. F. 
SHaw. Am. J. Obst. & Gynec., 1933, xxvi, 667. [226] 

Suspension of the uterus. D. B. Saaw. J. Oklahoma 
State M. Ass., 1933, XXxvi, 390. 

A demonstration of antibodies in the cervical secretion. 
J. Scuwarz. Zentralbl. f. Gynaek., 1933, p. 1205. 

The entrance of lipiodol into the uterine veins. J. 
CARAVEN. Rev. de chir., Par., 1933, lii, 645. 

Functional hemorrhage of the uterus. G. pI PAOLa. 
Rev. méd.-quirarg. de patol. femenina, 1933, i, 370. 

The management of uterine hemorrhages. L. O. BAum- 
GARDNER. Am. J. Surg., 1933, xxi, 42. 

Hematometra due to complete stenosis of the cervix 
following the menopause. LEFEBVRE. Bull. Soc. d’obst. 
et de gynéc. de Par., 1933, xxii, 728. 

Diseases of the uterine ligaments inclusive of the pelvic 
connective tissue. H.O. NEUMANN. 1933: Berlin, Springer. 

The myopathic uterus. C. L. CHapmMan. Med. J. 
Australia, 1933, ii, 611. 

A series of myopathic and myomatous uterine conditions 
treated with radium. H. K. Porter. Med. J. Australia, 
1933, ii, 614. 

A modified hysterographic method for determining 
changes in the mucosa of the uterus. Hysteromucography. 
D. Rarsz and E. GajzAc6. Zentralbl. f. Gynaek., 1933, 
p. 1139. 

The treatment of metritis and metropathies. FERNANDEZ 
Ruiz. Prog. de la clin., Madrid, 1933, xxi, 608. 

Lymphogranulomatosis of the uterus. M. UppstroEMER. 
Arch. f. path. Anat., 1933, cclxxxix, 486. 

The pre-operative and postoperative content of indican 
in tumor of the uterus and ovaries. A. SAtvInt. Riv. ital. 
di ginec., 1933, XV, 371. [226] 

Fibromyoma of the uterus. Report of a case of a sixty- 
five-pound solid fibromyoma, with a review of large cystic 
and solid uterine myomata. J. C. Ow1ncs. Arch. Surg., 
1933, XXVii, 897. 

The treatment of uterine fibroma. J. BERNARDBEIG 
and P. Lecterc. Bull. Soc. d’obst. et de gynéc. de Par., 
1933, XXil, 731. 

Is uterine myoma a Clinically benign disease? K. ABEL. 
Deutsche med. Wchnschr., 1933, i, 687. 

A case of large, necrotizing myoma. FE. A. BjJORKEN- 
HEM. Zentralbl. f. Gynaek., 1933, p. 1425. 

A case of red myoma of the uterus. A. TAppet. 
chir., 1933, ix, 903. 

The hormonal treatment of uterine myoma. K. ABEL. 
Therap. d. Gegenw., 1933, Ixxiv, 215. 

The simultaneous occurrence of uterine myoma and 
cancer of the breast and uterus. S. Szenren. Zentralbl. 
f. Gynaek., 1933, p. 1001. 

Histological grading in carcinoma of the uterine cervix; 
its relation to clinical grouping and prognosis. L. H. 
Jorstap and E. S. Aver. Surg., Gynec. & Obst., 1933, 
Ivii, 583. 

The prevention of cancer of the cervix uteri. 
CrosseN. Am. J. Obst. & Gynec., 1933, xxvi, 686. 

The symptom-free stage of uterine cancer. F. STAEHLER. 
Arch. f. Gynaek., 1933, cliii, 561. 


Clin. 


H. S. 


Adenocarcinoma and tuberculosis of the uterus ani 
tubes. B. Kriss. Zentralbl. f. Gynaek., 1933, p. 750. 

The early diagnosis and treatment of uterine cance: 
H. H. Scutrnk and C. L. Cuapman. Med. J. Australia 
1933, li, 476. 

The treatment of carcinoma of the fundus. T. I 
FARMER. New York State J. M., 1933, xxxiii, 1332. 

The late results of actinotherapy of cancer of the bod, 
of the uterus. G. GeLit. Arch. di ostet. e ginec., 1933, x! 
503. 

Our statistics on cancer of the neck of the uterus treate:| 
by irradiation. B. Guepes. Arq. de patol., 1932, iv, 

The results of irradiation therapy for uterine canc 
H. Eymer. Strahlentherapie, 1933, xlvii, 119. 

Uterine cancer and its treatment by radium. A. |’ 
LEIGHTON, Jr. Am. J. Surg., 1933, xxi, 36. 

Carcinoma of the cervix uteri; five-year results of radiun 
treatment. L. A. Pomeroy. Surg., Gynec. & Obst., 193 
Ivii, 671. 

The late results of treatment for cancer of the cervix 
Two cases treated by curietherapy and enlarged tota| 
hysterectomy; ten and nine year cures, respectively. |’ 
Picarp and E. Otry. Bull. Soc. d’obst. et de gynéc. « 
Par., 1933, xxii, 076. 

An unusual case of sarcoma of the uterine mucosi 
H. OrrerGetp. Ztschr. f. Krebsforsch., 1933. xxxix, 10! 

New methods in intra-uterine therapy. F. C. GELLrr 
and C. Scuuster. Ztschr. f. Geburtsh. u. Gynaek., 193 
CV, 43. 

Hysterectomy; a critical survey. 
Brit. M. J., 1933, ii, 643. 

A survey of a series of myomectomies, with a follow-up 
H. F. Mitcer and C. H. Tyrone. Am. J. Obst. & Gyne« 
1933, XXV1, 575. [227 

A statistical study of total simple and extensive hys 
terectomy of Wertheim from 1929 to 1931. C. STANCA 
Gynecol., 1933, viii, 135. 


A. H. Davipson 


Adnexal and Periuterine Conditions 


Experimental and clinical researches on the use of ova 
rian and uterine grafts. M. Curva, L. Mayer, L. Di: 
JARDIN and C. Mayer. Bruxelles- méd., 1933, xiii, 135% 

227 
Tuberculosis of the adnexa. R. Fournier. Bull. So: 
d’obst. et de gynéc. de Par., 1933, xxii, 708. 

Utero-adnexal tuberculosis. P. MOULONGUET, P. Brocy, 
and P. Grpert. Gynéc. et obst., 1933, xxviii, 146. [228 

The formation of fistulae in purulent processes of th: 
uterine adnexa. K. BERNpT. Chirurg, 1933, v, 338. 

The biological hyperemia in the treatment of adnexal! 
inflammation with hormones of the anterior lobe of th: 
hypophysis. K. Hvorsscuer. Zentralbl. f. Gynaek., 1933, 
p. 


1575- 
The results of conservative and operative treatment 0! 


inflammatory adnexal tumors. H. Rossenpeck. Klin 
Wehnschr., 1933, ii, 1062. 

Endometriosis of the round ligament of the uterus 
L. Kavuttcn and G. Goremoert. Zentralbl. f. Gynack., 
1933, p. 1428. 

Changes during the sexual cycle in the fallopian tul) 
in man and the lower primates. B. H. JAGERRoos, Acta 
obst. et gynec. Scand., 1933, xiii, 252. 

Changes during the sexual cycle in the fallopian tul» 
in man and the lower primates. A. WESTMAN. Acta obst 


et gynec. Scand., 1933, xiii, 263. 





BIBLIOGRAPHY OF 


Calcium (psammoma) bodies in the fallopian tubes. 
\W. M. Witson. West. J. Surg., Obst. & Gynec., 1933, 
xli, 614. 

Primary carcinoma of the fallopian tube. 
\cta obst. et gynec. Scand., 1933, xiii, 277. 

Hormones of the anterior lobe of the hypophysis in the 
contents of parovarian cysts. H. Kirrner. Zentralbl. 
f. Gynaek., 1933, Pp. 1272. 

Test for ovarian hormones in the urine. 
Zentralbl. f. Gynaek., 1933, p. 1582. 

The vital staining of the ova and follicles. KE. Srrass- 
MANN. Ztschr. f. Geburtsh. u. Gynaek., 1933, cv, 331. 

Che treatment of hemorrhage due to ovarian disturb- 
ances with corpus luteum hormone. E. RABAu. Deutsche 
med. Wehnschr., 1932, ii, 1643. 

Regression of ovarian ‘changes caused by prolan. B. 
ZONDEK. Klin. Wchnschr., 1933, i, 855. 

\ case of undescended ovary. R. M. WALKER. Lancet, 
1933, CCXXV, 972. 

\bdominal wall fistula; a peculiar occurrence following 
tuberculous ovarian abscesses. J. Marx. Orvosképzés, 
1033, xxiii, 373. 

Ovarian dermoid. A. KopLtowrrz, M. Jacosr, and N. 
RirpstemN. Am. J. Surg., 1933, xxii, 345. 

A report of two cases of granulosa-cell tumors of the 
ovary. E. F. Datty. Am. J. Obst. & Gynec., 1933, xxvi, 


A. ZaAcHo. 


J. PAzoureKk. 


439° 

Granulosa-cell tumors of the ovary. M. Scuutze. Am. 
J. Obst. & Gynec., 1933, xxvi, 627. [229] 

Hemorrhage from a ruptured chocolate cyst. C. E. 
Hames. Am. J. Surg., 1933, xxii, 356. 

A case of isolated tuberculous infection in a multilocular 
ovarian cyst. M. Nre_seN. Acta obst. et gynec. Scand., 
1933, xiii, 228. 

Solid tumor of the ovary in a girl of fourteen years. 
BERNARDBEIG and SicArp. Bull. Soc. d’obst. et de gynéc. 
de Par., 1933, xxii, 717. 


Fibroma of the ovary; retroversion of the uterus; pos- 


terior colpocele. FuLtconts and XICLUNA. 
d’obst. et de gynéc. de Par., 1933, xxii, 666. 

Krukenberg tumors during pregnancy. EsAt 
f. Gynaek., 1933, p. 1167. 

A fortunate case of conservative treatment of ovarian 
disease. LE Fort. Bull. Soc. d’obst. et de gynéc. de Par., 
1933, Xxii, 678. 

Ovarian grafts. 
deaux, 


Bull. Soc. 


r. Zentralbl. 


J. Courriaves. 
1933, CX, 687. 


J. de méd. de Bor- 


External Genitalia 


pean of the vulva. A. Srem. Am. J. Surg., 1933, 
XXi, [229] 
The treatment of pruritus vulve. P. Wess. Med. Klin., 

1932, li, 1811. 

The treatment of pruritus vulve. 
d. Gegenw., 1933, Ixxiv, 157 

Vulvectomy for leucoplakia and Paget’s disease. M. 
Giass. Am. J. Surg., 1933, xxii, 350. 

Cancer of the vulva, according to the material of the 
Oncological Institute. I. Grapéenko. Z. Aku, 1933, 
xliv, 33. [230] 

Early stages in a cancer of the vulva. A. PRUDENTE. 
Rev. Gynec., 1933, XXvii, 97. 

Infestation of the vagina by the trichomonas vaginalis. 
J. J. Berkowitz. New York State J. M., 1933, xxxiii, 
1328, 

The treatment of trichomonas vaginitis with spirocid. 
G. GELLHORN. Zentralbl. f. Gynaek., 1933, p. 1351. 

Multiple epithelial cysts of the vaginal mucosa. 0. 
Waris, Zentralbl. f. Gynaek., 1933, p. 1415. 


W. Bentuin. Therap. 


CURRENT LITERATURE 


283 


Miscellaneous 


The periodic fertility and non-fertility in the female. 
H. Knaus. Zentralbl. f. Gynaek., 1933, p. 1393. 

Pelvic innervation in women. PIERRA and ABUREL. 
frang. de gynéc. et d’obst., 1933, xxviii, 701. 

A case of absence of the uterus and adnexa. EK. T. 
DuNAYEVICH. Semana méd., 1933, xl, 1038. 

Diagnostic vaginal puncture. C. DANIEL 
MARU. Gynecol., 1933, Vili, 127. 

The diagnosis of pains in the lower abdomen. E. 
Zentralbl. f. Gynaek., 1932, p. 2404. 

Pain in the internal female genitalia. 
di ostet. et ginec., 1933, xl, 593. 

An encircling operation on the vulva for genital prolapse. 
J. Vanverts. Bull. Soc. d’obst. et de gynéc. de Par., 1933, 
xxii, 673. 

The vaginal cycle in sheep. F. Ricurer. 
erndhrg. u. Tierzucht, 1933, ix, 231. 

The production of cestrus. The relationship between the 
active principles of the placenta and pregnancy blood and 
urine and those of the anterior pituitary. J. B. Cotwip, 
H. Serve, E. M. ANpErRSON, and D. L. Tuomson. J. Am. 
M. Ass., 1933, Ci, 1553. {231| 

The excretion of prolan in the urine of old women. C. 
Hampurcer. Klin. Wehnschr., 1933, i, 934. 

Endocrinological diagnosis in gynecology. M. 
MANN. Zentralbl. f. Gynaek., 1933, p. 1005. 

The influence of the endocrine glands on menstruation. 
K. L. Witson. J. Oklahoma State M. Ass., 1933, xxvi, 
392. 

The problem of irregular menstruation. C. 
MANN. Am. J. Obst. & Gynec., 1933, xxvi, 642. 

Polyhormonal amenorrhoea. C. STANCA. Rev. 
1932, xi, 183. 

The treatment of dysmenorrhcea. 
aerztl. Fortbild., 1933, xxx, 310. 

The value of insulin in the treatment of metrorrhagia 
due to ovarian disturbances, with particular reference to 
hemorrhagic metropathies. C. V. pe AzrEvepo. Rev. 
Gynec., 1933, XXVii, 74. 

Impressions and observations on the treatment of ir- 
regular ovarian and hypophyseal function. N. Louros. 
Arch. f. Gynaek., 1933, cliii, 206. 

The artificial menopause. L. MARTINDALE. 
1933, li, 857. 

The experimental bases of the problem of the artificial 
menopause. L. Brouna. Gynéc. et obst., 1933, xxviii, 
243. (231) 

Treatment of symptoms of the artificial menopause. 
A. VAN CAUWENBERGHE. Gynéc. et obst., 1933, xxviii, 
2006. [231| 

The general treatment of leucorrhoca. 1. W. WINTER. 
Monatsschr. f. Geburtsh. u. Gynaek., 1933, xciv, 166. 

The development of genital and peritoneal tuberculosis 
in the female in primary infection of the digestive tract, 
and the importance of the retrograde lymphogenic path- 
way of infection. H. Hirscu and U. Horrmann. Arch. 
f. Gynaek., 1933, cliii, 375. ([232| 

The complement fixation test in gonorrhoea in the female. 
I. Diecert and K. W. Scuuttze. Ztschr. f. Geburtsh. 
u. Gynaek., 1933, cv, 114. 

Gonorrhcea in the female. 
Wehnschr., 1933, i, 468. 

Pyrogenic treatment of gonorrhoea with malaria and 
pyrifer. F. Vocr. 1933: Tuebingen, Dissertation. 

The treatment of acute pelvic inflammation. 
Prerce. J. Med., Cincinnati, 1933, xiv, 471. 

End-results in the treatment of pelvic infection. 
Avtpripce, Am. J. Obst. & Gynec., 1933, xxvi, 705. 


Rev. 


and A. Sor- 
SPIER. 


G. Parotr. Arch. 


Arch. f. 


Tier- 


BREIT 


FE. FLun- 
Obstet., 


SCHILER. Ztschr. f. 


Brit. M. J., 


R. O. Stern. Wien. med. 


J. M. 


A. H. 
(233| 





284 


The diagnosis of adenomyosis and of adenomyoma of 
the uterus. J. HaLBan. Zentralbl. f. Gynaek., 1933, p. 
961. 

A case of soft fibroma. Kuttkowska. Bull. Soc. d’obst. 
et de gynéc. de Par., 1933, xxii, 687. 

The use of X-ray in papillary cystadenocarcinoma of 
the ovary. A. D. Bevan. Surg. Clin. North Am., 1933, 
xiii, 1161. 

Postoperable complications in a woman irradiated for 
uterine fibroma. KuLtkowskA. Bull. Soc. d’obst. et de 
gynéc. de Par., 1933, xxii, 697. 

The treatment of sterility in woman. F. C. van Ton- 
GEREN. Nederl. Tijdschr. v. Geneesk., 1933, p. 2500. 

Sterilization as a contraceptive. J. H. BELL. Virginia 
M. Month., 1933, lx, 483. 

Temporary sterilization by irradiation. P. LAMARQUE. 
Gynéc. et obst., 1933, xxviii, 29T. [233] 

The germ cells and the gonads. V. Sterilization of the 
gonads in the embryo with roentgen rays. W. DAnrt- 
scHAKorF. Ztschr. f. Zellforsch., 1933, xviii, 56. 

Which women should be sterilized roentgenologically? 
P. Fetpwec. Zentralbl. f. Gynaek., 1933, p. 963. 


INTERNATIONAL ABSTRACT OF SURGERY 


Castration of intersexual mammals. G. KREDIET. 
Utrecht, Von Boekhoven. 

The production of endometrial growth in castrated 
women; the minimum dosage of theelin that is required 
A. A. Werner and W. D. Cottier. J. Am. M. Ass., 1933 
ci, 1466. 

Conservative treatment in gynecology. G. MAssABuAv 
and A. GurBaL. Gynéc. et obst., 1933, xxviii, 330. [233) 

The treatment of Luxeuil. R. DE LANGENHAGEN. Rey. 
franc. de gynéc. et d’ obst., 1933, xxviii, 770. 

The value of the roentgen ray in gynecology. J. JARCHo. 
Am. J. Surg., 1933, xxi, 13. 

The present status of irradiation of benign gynecological 
conditions. C. J. Gauss. Strahlentherapie, 1933, xlvii, 
144. 
Inflammatory complications of radium therapy. Fox 
and AHuMADA. Bol. Soc. de obst. y ginec. de Buenos 
Aires, 1933, xii, 603. 
m4 Impressions after ten years’ use of radium. P. Fir: 
J. Oklahoma State M. Ass., 1933, xxvi, 406. 

A self-retaining vaginal speculum. G. S. BEARDSLr\ 
Am. J. Obst. & Gynec., 1933, xxvi, 739. 


1933: 


OBSTETRICS 


Pregnancy and Its Complications 


Nutrition and childbearing. E. MELLANBy. 
1933, CCXXV, II3I. 

The use of calcium in pregnancy. C. E. Waite. J. 
Oklahoma M. Ass., 1933, xxvi, 388. 

Glutathione during pregnancy. E. A. Rafces. Bol. 
Soc. de obst. y ginec. de Buenos Aires, 1933, xii, 628. 

The question of the determination of conception. R. 
FETSCHER. Deutsche med. Wchnschr., 1933, i, 812. 

The test for hormones of the anterior lobe of the hypoph- 
ysis in the early stages of pregnancy. C. HAMBURGER. 
Ugesk. f. Leger, 1933, p. 284. 

The value of the Friedmann-Adéle Brouha test as re- 
vealed in 112 clinical controls. L. GERNEz. Bull. Soc. 
d’obst. et de gynéc. de Par., 1933, xxii, 678. 

The positive Brouha test in dermoid cyst of the ovary. 
A. Trerny. Bull. Soc. d’obst. et de gynéc. de Par., 1933, 
xxii, 669. 

Some unusual cases of ectopic pregnancy. F. KovAcs. 
Ztschr. f. Geburtsh. u. Gynaek., 1933, Cvi, 100. [235] 

Simultaneous intra-uterine and extra-uterine pregnancy. 
R. FournteEr. Bull. Soc. d’obst. et de gynéc. de Par., 1933, 
xxii, 692. 

Difficulties in the diagnosis of extra-uterine pregnancy. 
B. S. TEN Berce. Nederl. Tijdschr. v. Geneesk., 1933, p. 
2327. 

Extra-uterine pregnancy on the way to resorption. A. 
GINGLINGER. Bull. Soc. d’obst. et de gynéc. de Par., 1933, 
xxii, 688. 

Abdominal pregnancy; dead seven month fetus; radio- 
logical diagnosis. BERNARDBEIG, Fournré, and LEcLERc. 
Bull Soc. d’obst. et de gynéc. de Par., 1933, xxii, 731. 

Severe peritoneal hemorrhage with minimum lesions 
in tubal pregnancy. A. Hovor. Bull. Soc. d’obst. et de 
gynéc. de Par., 1933, xxii, 702. 

Method of operation for tubal pregnancy. R. KELLER. 
Bull. Soc. d’obst. et de gynéc. de Par., 1933, xxii, 710. 

The genesis of — previa. S. Stux. Magy. 
Nodgyogy., 1932, i, 7 

Experience and viewpoints with regard to the manage- 
ment of placenta previa. E. EsseN-M6LLER. Acta obst. 
et gynec. Scand., 1933, xiii, 195. [235] 


Lancet, 


The surgical treatment of placenta previa. LArFron1 
and Futconts. Bull. Soc. d’obst. et de gynéc. de Par., 
1933, Xxii, 649. 

The surgical treatment of hemorrhage from low im- 
plantation of the placenta. H. Paucot and M. Rex» 
Gynéc. et obst., 1933, XXViii, 97. [236| 

Ablatio placente. H _R. Rosinson. South. M. J-» 1933; 
XXVi, 954. 

Uterine rupture in the fourth month of pregnancy in 
the region of a low inserted placenta during curettage 
Eparvier, Rocnet, and Grrarp. Bull. Soc. d’obst. ct 
de gynéc. de Par., 1933, xxii, 685. 

The histopathological changes in the placenta of the 
rabbit following the injection of folliculin. St. Crkowskr, 
St. Skowron, and E. Turyna. Ginek. polska, 1933, 
xii, I 

The sex determination test of Dorn and Sugarman 
T. J. Curpney and A. S. Romer. J. Am. M. Ass., 1933, 
ci, 1630. 

Spontaneous change in position of the child at the eud 
of normal pregnancy. K. LANGE. Monatsschr. f. Geburtsh 
u. Gynaek., 1933, xciv, 147. 

A case of fetal chondrodystrophy diagnosed by X-ray 
examination before delivery. N. E. CRONBERG. Acta 
obst. et gynec. Scand., 1933, xiii, 269. 

Causes of the intra-uterine death of one fetus in twin 
pregnancy. P. AvELLA. Gynécologie, 1933, xxxii, 473. 

237| 

The occurrence of hormones of the anterior lobe of the 
hypophysis in a case of intra-uterine fetal death with liv 
ing placenta. A. WestmMAN. Zentralbl. f. Gynaek., 1933, 
p. 1089. 

The metabolism during pregnancy. A. Bock. Mo 
natsschr. f. Geburtsh. u. Gynaek., 1933, xciv, 65. 

Studies on the carbohydrate metabolism during pres: 
nancy and in the puerperium. B. Kriss and S. Hirscii 
HORN. Wien. klin. Wchnschr., 1933, i, 616. 

Pulmonary ventilation and respiration during pregnanc) 
A. J. ANtoony and R. HANsEN. Ztschr. f. Geburtsh. 
Gynaek., 1933, cv, 183. 

A comparative study of liver function in the normal 
pregnant woman. K. Germer. Ugesk. f. Leger, 103:, 
P- 495: 





BIBLIOGRAPHY OF CURRENT LITERATURE 


The difference between Prolan A in pregnant women 
and in castrated individuals. C. HAamBurGEeR. Ugesk. 
f. Leger, 1933, p. 287. 

The cause of hyperpigmentation during pregnancy. B. 
Biocw and G. GuLpBerc. Klin. Wchnschr., 1933, 1, 734- 

The anemia of pregnancy and its treatment. H. W. 
Jones and L. M. Tocantins. Med. Clin. North Am., 
1033, XVii, 693. 

Albuminuria in pregnancy, 
Obstet., 1932, xi, 170. 

Adrenal anuria in pregnancy. MOwnTILLI. 
ostet. e ginec., 1933, xl, 559. 

Ileus of pregnancy and pyelitis. 
tralbl. f. Gynaek., 1933, p. 1038. 

Nephritis and pregnancy. J. R. Goopaty. Am. J. Obst. 
& Gynec., 1933, xxvi, 556. [238] 

Some studies on renal function in eclampsia and in re- 
lated conditions in pregnancy. A. OLSEN. Bibliot. f. 
Laeger, 1933, CXXV, 133. 

Hyperventilation eclampsia. 
f. Gynaek., 1933, p. 1445. 

Larvata eclampsia. L. BOEszE. 
p- 567. 

Eclampsia in Greece. T. ANDRIANAKOS. 
1932, XXXxi, 65. 

An analysis of 575 cases of eclamptic and pre-eclamptic 
toxemias treated by intravenous injections of magnesium 
sulphate. E. M. Lazarp. Am. J. Obst. & Gynec., 1033, 
xxvi, 647. [238] 

Fetal mortality in the toxemias of pregnancy. C. H. 
PeckHAM. J. Am. M. Ass., 1933, ci, 1608. 

Some remarks on later pregnancies and labors following 
eclampsia. P. KuEHNEL. Ugesk. f. Leger, 1933, pp. 
275, 312. 

Paraplegia due to Pott’s disease (pregnancy and labor). 
AUDEBERT, RrBaT, and BEcg. Bull. Soc. d’obst. et de 
gynéc. de Par., 1933, xxii, 712. 

Pregnancy and labor in a patient with paraplegia on the 
way to recovery. AUDEBERT and BourrEv. Bull. Soc. 
d’obst. et de gynéc. de Par., 1933, xxii, 724. 

Heartburn:in pregnancy. E. B. RAYNER. Brit. M. J., 
1933, ii, 979. 

The significance of tuberculin reaction in pregnancy. 
F. ScouLTzE-RHONHOF and H. GumBeEL. Ztschr. f. Ge- 
burtsh. u. Gynaek., 1933, cv, 161. 

Syphilis and pregnancy. R. Beckers. Bruxelles-méd., 
1933, Xili, 1521. 

Pregnancy as a complication of heart disease. I. M. 
RicuTeER and J. F. Rickarp. California & West. Med., 
1933, XXXiX, 306. 

The treatment of varicose veins during pregnancy. A. 
Ritcu1gE. Edinburgh M. J., 1933, xl, 157. 

Rupture of the hilus of the spleen in the seventh month 
of pregnancy. E. Boner. Bull. Soc. d’obst. et de gynéc. 
de Par., 1933, xxii, 707. 

Myoma and pregnancy. O. KOESTER. 
Gynaek., 1933, Pp. 1473. 

Myoma and pregnancy, with remarks on the treatment 
of pyemia and the interruption of pregnancy. O. voN 
FrANQUE. Med. Klin., 1933, i, 445. 

Radium treatment of cancer of the cervix during preg- 
nancy. M. Nrevsen. Acta obst. et gynec. Scand., 1933, 
xili, 235. [239] 

The carbohydrate metabolism in cases of unexplained 
miscarriages. E. C. P. WrittAms. Lancet, 1933, ccxxv, 
858. 

Bacillus welchii infection in cases of abortion. A. WONG 
and D.'H.‘Wonc. Chinese M. J., 1933, xlvii, 877. 

The treatment of abortion. A. A. PuNTEL. Semana 
méd., 1933, xl, 879. [239] 


I. Proroporescu. Rev. 
Arch. di 


L. MicHaetts. Zen- 


E. Kiartren. Zentralbl. 
Orvosi hetil., 1933, 


Gréce méd., 


Zentralbl. f. 


285 


The treatment of sterility and of habitual abortion 
with wheat germ and wheat-germ oil (Vitamin E). P. 
1933, Xiii, 

240 


Voct-MOLLER. 
2109. 

Uterine inversion following abortion; vaginal hysterec- 
tomy. G. Nascu. Clujul med., 1933, xiv, 150. 

Gangrene of the thigh following septic abortion. L. 
VécH. Magy. Nigydgy., 1932, i, 41. 

Therapeutic abortion: indications and methods. 
TENERY. Texas State J. M., 1933, xxix, 432. 

Interruption by fundectomy of a three-month pregnancy 
because of tuberculosis of the lung; discovery during opera- 
tion of a latent abscess in the horn of the uterus. A. 
GINGLINGER. Bull. Soc. d’obst. et de gynéc. de Par., 
1933, Xxii, 701. 

An apparatus for internal measurements of the pelvis. 
J. TurMann. Wien. med. Wehnschr., 1933, i, 393. 

An internal outlet pelvimeter. S. Hanson. Am. J. 
Obst. & Gynec., 1933, xxvi, 736. 


Acta obst. et gynec. Scand., 


Wi. 


Labor and Its Complications 


Noticeable changes in the conduct of labor. M. HENKEL. 
Deutsche med. Wchnschr., 1933, i, 797. 

The practical importance of counting the labor pains in 
the management of labor. E. Frey. Klin. Wchnschr., 
1933, M, 1133. 

A continuous electrical method for registering labor 
pains. W. Rec. Klin. Wchnschr., 1933, i, 951. 

Studies of the effect of atmospheric changes on birth 
pains, the frequency of labor, and eclampsia. F. JAcoss. 
Deutsche med. Wchnschr., 1933, i, 720. 

The effect of climate on morbidity, 
eclampsia during labor. 
1932, Xxxi, 158. 

Delay in labor. 
ii, 581. 

Effects of early artificial rupture of the membranes and 
of antispasmodic medication on functional anomalies of 
the dilating period. J. A. Berutt, J. L&on, and J. Drra- 
DOURIAN. Semana méd., 1933, xl, 361. [240] 

Experiences with the combined use of quinine and hy- 
pophyseal extract. H. Scuutz. Deutsche med. Wchnschr., 
1933, 1, 527. 

Induction of labor by rupture of membranes. 
BRADFORD. South. M. & §., 1933, xcv, 581. 

Revision of the uterus plus intravenous injection of 
hypophysin in the treatment of atony. KE. Bouter and 
M. Retres. Bull. Soc. d’obst. et de gynéc. de Par., 1933, 
xxii, 693. 

Gangrene of the lower uterine segment in obstructed 
labor. E. M. Lazarp. Am. J. Surg., 1933, xxii, 353. 

Spontaneous rupture of the stomach during labor. J. R. 
Miter. New England J. Med., 1933, ccix, 1085. 

The alleviation of pain in obstetrics. J. H. 
Am. J. Obst. & Gynec., 1933, xxvi, 720. 

Analgesia and anesthesia in obstetrics. J. M. Writ 
FIELD, Jr. Virginia M. Month., 1933, Ix, 484. 

Locai anesthesia in labor. H. D. Tripe. J. Indiana 
State M. Ass., 1933, xxvi, 553. 

Our experiences with nitrous-oxide anesthesia in ob- 
stetrics and gynecology. C. Marcrar. Deutsche med. 
Wehnschr., 1933, i, 757 

Chloroform capsules during labor. 
M. J., 1933, ii, 778. 

Solaesthin as an anesthetic during labor. 
Orvosi hetil., 1933, p. 512 

Scopolamine alone for the relief of pain during labor. 
L. E. Danrets and F. W. Tamsiyn. J. Michigan State 
M. Soc., 1933, Xxxii, 553. 


mortality, and 
T. ANDRIANAKOS. Gréce méd., 


W. Griuratr. Med. J. Australia, 1933, 


W. Z. 


Moore. 


C. Rivett. Brit. 


J. SPIEGEL. 





286 


The occipitoposterior position. G. C. MELHADO. Am. 
J. Obst. & Gynec., 1933, xxvi, 696. 

Breech deliveries, with reference to X-ray measurements 
of the fetus and maternal pelvis. T. R. GoerHats. Am. 
J. Obst. & Gynec., 1933, xxvi, 715. 

The conduct of labor with high vertex presentation. 
B. Baucn. Zentralbl. f. Gynaek., 1933, p. 1349. 

Antenatal version and subsequent rupture of the uterus 
during labor. W. McK. McCutracu. Brit. M. J., 1933, 
ii, 646. 

Elongation of the cervix and delivery. G. HALBRECRT. 
Bull. Soc. d’obst. et de gynéc. de Par., 1933, xxii, 706. 

A case of dystocia due to pelvic tumor. Komorovskr, 
TRAIAN, and DaRABAN. Rev. Obstet., 1932, xi, 180. 

The mechanism of forceps delivery. W. W. WELLS. 
J. Oklahoma State M. Ass., 1933, xxvi, 385. 

The study of 772 cases of forceps delivery. DrxeEus 
Font and Sataricu. Arch. de med., cirug. y especial., 
1933, XiV, 1132. 

A new instrument for extraction of the living fetus; 
the pneumoceps. A. D. GLApisH. Semana méd., 1933, 
xl, 1217. 

A simple but rapid perineorrhaphy. F. A. Macutre. 
Australian & New Zealand J. Surg., 1933, iii, 179. 

The use and abuse of cesarean section. H. W. Vinson. 
J. lowa State M. Soc., 1933, xxiii, 615. 

A simple technical procedure for preventing the entrance 
of amniotic fluid into the peritoneal cavity during cesarean 
section. S. Sztenio. Zentralbl. f. Gynaek., 1933, p. 1287. 

Cesarean section at the Boston Lying-In Hospital; in- 
cidence, indications, maternal and fetal mortality, from 
1894 and 1931. J. A. Smirn. Surg., Gynec. & Obst., 1933, 
Ivii, 621. 

Hemorrhage following cesarean section. J. M. Sir- 
mons. Am. J. Obst. & Gynec., 1933, xxvi, 656. 

The relationship between premature separation of the 
placenta and kidney diseases. J. BATISWEILER. Arch. f. 
Gynaek., 1933, Cliii, 536. 

The results of clinical deliveries. 
tralbl. f. Gynaek., 1933, p. 1210. 


H. NeEviInny. Zen- 


Puerperium and Its Complications 


Uterine retraction. J. A. Berutt and J. Le6n. Semana 
méd., 1933, xl, 1040. 

Postpartum hemorrhage. T.S. Wetton. Am. J. Surg., 
1933, XXxii, 358. 

The etiology and treatment of late hemorrhage in the 
puerperium. M. Maccrotra. Riv. ital. di ginec., 1933, xv, 
395. 

Puerperal hemorrhage due to fibroma; hysterectomy. 
R. Scuwarcz. Bol. Soc. de obst. y ginec. de Buenos Aires, 
1933, Xii, 614. 

Postpartum hemiplegia. Futconts and Garés. 
Soc. d’obst. et de gynéc. de Par., 1933, xxii, 667. 

Eclampsia following labor with atypical symptoms. 
Voron, Prceaup, and Grrarp. Bull. Soc. d’obst. et de 
ginéc. de Par., 1933, xxii, 68r. 

Intrapartum and postpartum eclamptiform spasms fol- 
lowing purulent meningitis. H. Kretzscumar. Zentralbl. 
f. Gynaek., 1933, p. 1584. 

A further investigation into the source of infection in 
puerperal fever. J. SmitnH. J. Obst. & Gynec. Brit. 
Emp., 1933, xl, 991. [241] 

Continuous intravenous administration of fluids in the 
treatment of puerperal fever. I. TourNn-Rumpacn. Or 
vosképzés, 1933, XXili, 440. 

The treatment of puerperal sepsis with intravenous in- 
jections of alcohol. M. BoGcpanovié and S. BARJAKTARO- 
vic. Med. Pregl., 1933, viii, 41. 


Bull. 


INTERNATIONAL ABSTRACT OF SURGERY 


Venous ligation in puerperal pyemia. E. KEenrer. 
Muenchen. med. Wchnschr., 1933, ii, 1070. [241] 

Latent pyosalpinx in the puerperium with peritonitis 
A. GINGLINGER. Bull. Soc. d’obst. et de gynéc. de Par., 
1933, Xxii, 698. 

Symphyseal pain as a sign of the onset of phlebitis fol 
lowing labor. AUDEBERT, RrBat, and Bourret. Bull 
Soc. d’obst. et de gynéc. de Par., 1933, xxii, 726. 

Phlegmasia alba dolens probably due to autogenous in 
fection. J. BAzAN and A. G. Cottazo. Bol. Soc. de obst 
y ginec. de Buenos Aires, 1933, xii, 638. 

Voluminous puerperal thrombosis treated by resection 
FE. Estrenny. Bull. Soc. d’obst. et de gynéc. de Par 
1933, XXli, 723. 

Subcedema of the lung after delivery in a patient with 
grip. AupEBERT, RiBat, and Becg. Bull. Soc. d’obst 
et de gynéc. de Par., 1933, xxii, 717. 

Puerperal intestinal obstruction. 
BOHLER. 
Xxii, 699. 

Three cases of suppurative arthritis associated with th: 
septicopyemic type of puerperal infection. LAFFONT an< 
EzeEs. Bull. Soc. d’obst. et de gynéc. de Par., 1933, xxii 
650. 

Complications caused by uterine fibroma during th: 
puerperium; their treatment. T. A. CHAMorro. Seman: 
méd., 1933, xl, Toor. 

The prevention of remote sequele of pregnancy. Th 
importance of prolonged postpartum checkup. F | 
ZENER. West. J. Surg., Obst. & Gynec., 1933, xli, 640. 

Two cases of hysterectomy for placental retention. Lai 
FONT, Ezes, and XIcLuNA. Bull. Soc. d’obst. et de gyné« 
de Par., 1933, xxii, 656. 


R. KELLER and | 
Bull. Soc. d’obst. et de gynéc. de Par., 1933, 


Newborn 


Pre-conceptional and prenatal influences affecting th: 
newborn. L. Brvincs. J. Am. M. Ass., 1933, Ci, 1703. 

A case of fetal monstrosity. FuLconts and Cones 
SoLAL. Bull. Soc. d’obst. et de gynéc. de Par., 1933, xxii 
oor. 

Desiccation and toxicosis of the newborn. N. Louros 
Zentralbl. f. Gynaek., 1933, p. 801. 

Icterus gravis neonatorum. G. 
Kinderh., 1933, xcviii, 143. 

Meningeal hemorrhage in a cerebellar fossa of the new 
born; sudden death at the end of the second stage of labor 
Voron and BANSsILLON. Bull. Soc. d’obst. et de gyn 
de Par., 1933, xxii, 683. 

Subcutaneous cytosteatonecrosis in the newborn. | 
EstreNNY. Bull. Soc. d’obst. et de gynéc. de Par., 1933, 
Xxii, 711. 

Epiphyseal separation of the lower extremity of the 
newborn. FE. DELANNoy, R. Hroco, and LEMAITRE. Bull 
Soc. d’obst. et de gynéc. de Par., 1933, xxii, 674. 

Bilateral aplasia of the kidney in the newborn. 
Mve ter. Zentralbl. f. Gynaek., 1933, p. 1055. 

Natal and neonatal mortality. A. pk Moraes. 
med., 1933, XiV, 515. 

A statistical study of stillbirths during the past te: 
years; a study of the causes of stillbirths. AUDEBER! 
and Bourret. Bull. Soc. d’obst. et de gynéc. de Par 
1933, Xxli, 719. 


Meyer. Arch. { 


H-I 
Folha 


Miscellaneous 


An analysis of 10,000 obstetrical cases. R. T. Porres 
J. Med. Soc. New Jersey, 1933, xxx, 791. 

An “assis” pelvis. LAFFONT and CoHEN-SOLAL. 
Soc. d’obst. et de gynéc. de Par 1933, xxii, 651. 


Bull 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Developmental disturbances in the pelvis in the case 
of a patient with very weak labor pains. H. FEpTKeE. 
Arch. f. Gynaek., 1933, cliii, 553. 

Hydatidiform mole with slow growth; value of the 
Aschheim-Zondek test in diagnosis. TRrLLat and MILLET. 
Bull. Soc. d’obst. et de gynéc. de Par., 1933, xxii, 684. 

Perforation of the uterus due to chorionepithelioma, with 
peritoneal abscess. G. LAzArEscu and V. PLATAREANU. 
Gynecologie, 1933, Viii, 131. 


287 


The natural variations of fertility in the female. A. 
HERMSTEIN. Med. Klin., 1933, ii, 899. 

Interruption of pregnancy and the production of steril 
ity, with particular reference to social and eugenic indica- 
tions. BENDER, KrRSTEIN, WALTHARD, MAver, RUEDIN, 
and zu Donna. Mitt. internat. kriminal. Ver.igg N. F., 
1933, Vi, 4. 

Nicotine in breast milk. W. B. Tuompson. 


Am. J. 
Obst. & Gynec., 1933, xxvi, 662. 


GENITO-URINARY SURGERY 


Adrenal, Kidney, and Ureter 


Acute suprarenal hemorrhage. 
Brit. M. J., 1933, ii, 645. 

Perinephritic abscess confused with adjacent osseous 
lesions. KE. E. KEssier, F. A. BENNETTS, and S. K. BACON. 
Am. J. Surg., 1933, xxii, 223. 

Congenital pelvic kidney. B. M. PALMER. 
Surg., 1933, Xxii, 220. 

The surgical aspects of renal agenesis, with special ref- 
erence to hypoplastic kidney, renal aplasia, and congenital 
absence of one kidney. R. GutreRREz. Arch. Surg., 1933, 
xxvii, 686. [243] 

Hydronephrosis due to anomalous vessels. C. CALEF. 
Policlin., Rome, 1933, xl, sez. chir. 575. 

Bilateral calculous hydronephrosis; pyelolithotomy and 
nephrolithotomy. D. Lioy. Policlin., Rome, 1933, xl, 
sez. prat. 1721. 

A case of hypersecretion of the superior renal glands 
treated by suprarenalectomy. Opy and Prorrowskt. 
Bull. et mém. Soc. nat. de chir., 1933, lix, 1220. 

The treatment of pyelitis, with particular reference to 
pelvic lavage and permanent catheterization of the ureters. 
I. StarK. Monatsschr. f. Geburtsh. u. Gynaek., 1933, 
XCIV, 29. 

Infected polycystic kidney; nitrogen retention; suppura- 
tive pericarditis. CREYx and BERGOUIGNAN. J. de méd. 
de Bordeaux, 1933, XC, 715. 

Complications of cystically degenerated kidneys; a rare 
case of profuse hemorrhage in a cyst. B. Party. Ztschr. 
f. urol. Chir., 1933, Xxxvii, 9. 

Spontaneous renal and ureteral fistule. C. C. Hiccins 
and N. F. Hicken. Arch. Surg., 1933, xxvii, 817. [243] 

The relation of prolonged immobilization and urinary 
tract infection to renal calculus formation. R. K. LEE 
Brown and M.S. S. EArtam. Australian & New Zealand 
J. Surg., 1933, iii, 157. [243] 

A simple device for localizing small stones in the kidney 
substance. H. K. Turtey. South. M. J., 1933, xxvi, 932. 

Cystine renal calculus. A report of two surgical cases. 
W. Watters and K. B. CastLeton. West. J. Surg., Obst. 
& Gynec., 1933, xli, 622. 

Renal infarcts. C. C. SAELHOF. 
xxii, 227. 

The surgical management of bilateral septic infarction 
of the kidneys. C. B. Huccrns. Surg. Clin. North Am., 
1933, Xili, 1257. 

The treatment of tumors of the renal pelvis. S. Pascuat. 
Med. Ibera, 1933, xvii, 553. 

Generalized subcutaneous emphysema following renal 
operations. Kuscue. Zentralbl. f. Chir., 1933, p. 1190. 

Ureteral ectopia. R. BrrpGe and W. Perry. Med. J. 
\ustralia, 1933, ii, 620. 

End-results in the treatment of forty cases of non 
tuberculous ureteral stricture. E.G. CRABTREE and H. A. 
Kontorr. J. Urol., 1933, Xxx, 421. 


D. B. ROSENTHAL. 


Am. J. 


Am. J. Surg., 1933, 


Intravesical ureterocele. G. Rovt. 
1933, X, 580. 

Stone in the ureter. Sir W. I. 
titioner, 1933, Cxxxi, 533. 

A case of gigantic calculus of the ureter. D. Lioy. Arch 
ital. di urol., 1933, x, 602. 

Primary carcinoma of the ureter. J. C. SARGENT and 
C. R. Marquarpt. J. Urol., 1933, xxx, 625. 

Historical data on ureteral transplantation. G. S. 
FouLps. Am. J. Surg., 1933, xxii, 217. 

Aseptic uretero-intestinal anastomosis. C. 
Am. J. Surg., 1933, xxii, 207. 

Drainage after uretero-intestinal anastomosis. 
Moorneap. Am. J. Surg., 1933, XXii, 215. 


Arch. ital. di urol., 


DEC. WHEELER. Prac- 


C. HiccIns. 


a WW. 


Bladder, Urethra, and Penis 


Congenital multilocular bladder. C 
J. Australia, 1933, ii, 443. 

Foreign bodies in the urinary bladder. W. P. GArsu 
WILER, A. F. WEYERBACHER, and J. F. Batcn. Am. J. 
Surg., 1933, Xxii, 190. 

Rupture of the urinary bladder from self-catheteriza 
tion. C.O. Ritcn. J. Urol., 1933, xxx, 631. 

Spontaneous perforation of the bladder secondary to 
osteomyelitis of the pelvis. A. B. Heecer and C, I. ErKeN- 
BARY. Am. J. Surg., 1933, XXi, 113. 

A large bladder hernia. M. MAKkKAs. 
Chir., 1933, clvii, 536. 

Severe hemorrhage into the bladder. M. L. 
Am. J. Surg., 1933, xxii, 203. 

A vesical calculus of unusual size. B. 
Indian M. Gaz., 1933, Ixviii, 572. 

The operative removal of a carcinomatous degenerated 
diverticulum of the bladder. F. HoLttennacn. Ztschr. 
f. Chir., 1933, p. 487. 

Apparent cures of papillary carcinomata of the urinary 
bladder. J. J. VALENTINE and J. W. Rocrers. New York 
State J. M., 1933, xxxiii, 1240. 

A leech in the male urethra. M. M. Guosu. 
Gaz., 1933, lxviii, 574. 

Diverticula of the male urethra. R. M. Le Comre and 
M. J. Herscuman. J. Urol., 1933, xxx, 463. 

The diagnosis of hidden urethral diverticula in the fe- 
male. K. Scnunz. Ztschr. f. Urol., 1933, xxvii, 36. 

Autochthonous calculi of the posterior part of the ure 
thra. C. Epwarps. Med. J. Australia, 1933, ii, 5106. 

Primary carcinoma of the male urethra. M. SoKoLoy 
Sov. Klin., 1932, xviii, 265. {243} 

Surgical methods in the treatment of hypospadias. V 
PetrinaArt. Arch. ital. di urol., 1933, x, $55. | 244) 


. Epwarpbs. Med. 


Beitr. z. klin. 
Boyp. 


N. KHANNA, 


Indian M. 


Genital Organs 


R. Capiz 
Arch. f. Gynaek., 1933, cliii, 593. 


A case of masculine pseudohermaphroditism 
and A. Lipscuvetz. 





288 


The plight of the prostatic. C. W. CoLLINncs. 
Soc. New Jersey, 1933, Xxx, 778. 

The care of the prostatic patient. H. H. GoLpsTern. 
J. Med. Soc. New Jersey, 1933, xxx, 783. 

The frequency of changes in the size and consistency of 
the prostate of a nature simulating inflammation, the so- 
called signs of focal infection; bacteriological study of the 
prostatic fluid. F. Coretur. Policlin., Rome, 1933, xl, 
Sez. prat. 1559. 

Pain in prostatic gland infections; a syllabus. W. K. 
Gray. Wisconsin M. J., 1933, xxxii, 772. 

Chronic prostatitis; its relation to anatomical changes 
in the prostate, prostatic urethra, and vesical orifice. D. 
M. Davis. J. Urol., 1933, xxx, 579. 

The X-ray and diathermy treatment of prostatitis and 
hypertrophied prostate. S. D. WaitTtEN. Texas State 
J. M., 1933, XXix, 442. 

The non-operative treatment of prostatic hypertrophy. 
The Bottin electrocoagulation, or the so-called “forage” 
or cautery-punch operation. A. Cassuto. Ztschr. f. urol. 
Chir., 1933, XXXvii, 1. 

The choice of procedure in cases of prostatic obstruction. 
N. P. Ratusun. Am. J. Surg., 1933, xxi, 106. 

Endo-urethral treatment of prostatic hypertrophy. P. 
THEVENARD. Presse méd., Par., 1933, xli, 1510. 

The treatment of prostatic obstruction by transurethral 
resection. H. KrETSCHMER. Illinois M. J., 1933, lxiv, 449. 

A brief survey of transurethral technique for bladder- 
neck obstruction in the prostatic subject. J. EveRIDGE. 
Med. J. Australia, 1933, ii, 579. 

The management of benign prostatic obstruction. H. L. 
ToLson. West Virginia M. J., 1933, XXix, 479. 

Transurethral resection of obstructions at the vesical 
orifice. H. L. KREtSCHMER. Surg., Gynec. & Obst., 1933, 
lvii, 654. 

Transurethral resection of bladder-neck obstruction. B. 
C. Cornus. Illinois M. J., 1933, lxiv, 442. 

Transurethral electroresection of bladder-neck obstruc- 
tion. H. L. KretscumMer. Northwest Med., 1933, xxxii, 
463. 

The influence of the type of current upon the postopera- 
tive complications in transurethral surgery. J. R. CAULK 
and J. F. Patron. J. Urol., 1933, xxx, 537. 

The value of early transurethral resection of the fibrotic 
bladder neck. R. H. Hersst. Surg. Clin. North Am., 1933, 
Xiii, I19Q1. 

Some dangers and difficulties of transurethral resection. 
J. C. Sarcent. J. Urol., 1933, xxx, 550. 

Two-way resection of very large prostates. E. G. BAt- 
LENGER, O. F. Exper, and H. P. McDonatp. J. Urol., 
1933, XXX, 531. 

Factors of safety in prostatic resection. G. J. Tompson. 
J. Urol., 1933, xxx, 525. 

Carcinoma of the prostate. J. Urol., 
1933, XXX, 567. [244] 

Carcinoma of the prostate. B.S. BARRINGER. Canadian 
M. Ass. J., 1933, Xxix, 502. 

Recent advances in the diagnosis of carcinoma of the 
prostate. R. S. Fercuson. Canadian M. Ass. J., 1933, 
XXIX, 497. 


J. Med. 


J. R. Ditton. 


SURGERY OF 


Conditions of the Bones, Joints, Muscles, 
Tendons, Etc. 


Osteogenesis imperfecta. R. S. Bromer. Am. J. 


Roentgenol., 1933, xxx, 631. 


INTERNATIONAL ABSTRACT OF SURGERY 


Suprapubic prostatectomy including pre-operative and 
postoperative treatment. W. H. Mackinney. J. Med. 
Soc. New Jersey, 1933, XXX, 775. 

The correction of scrotal hypospadias and of epispadias. 
V. P. Brarr, J. B. Brown, and W. G. Hamm. Surg., 
Gynec. & Obst., 1933, lvii, 646. 

The grateful relief of scrotal dropsy by the use of a 
Southey tube. P. D. Waite and J. P. Monks. J. Am. 
M. Ass., 1933, Ci, 1632. 

The treatment of acute gonorrhceal epididymitis. Z. M. 
Kav. Chinese M. J., 1933, xlvii, 740. 

The treatment of acute gonorrhceal epididymitis by in 
jection of the patient’s whole blood. L. M. BEILtn. Illinois 
M. J., 1933, lxiv, 480. 

Torsion of the testis. S. Power. Lancet, 1933, ccxxy, 
865. 

Undescended testicle. C. G. Burpick and B. L. Corry. 
Ann. Surg., 1933, xcviii, 495. 

The ectopic testis and malignant degeneration. |". 
Jonsson. Acta chirurg. Scand., 1933, lxxiii, 269. 
Myxosarcoma of the testicle. F. J. LICEAGA. 

méd., 1933, xl, 1166. 


Miscellaneous 


Semana 


An unsual congenital urogenital anomaly. D. E. | 
Easton. California & West. Med., 1933, xxxix, 320. 

Diuretics. S. AtsTEAD. Glasgow M. J., 1933, cxx, 120. 

Diuretics and their uses. D. M. Lyon. Brit. M. J., 
1933, li, 853. 

The relationship between genito-urinary hemorrhage 
and diseases of the vascular system. A. C. Morson 
Proc. Roy. Soc. Med., Lond., 1933, xxvii, 87. [245 | 

Gonorrhcea in a boy of seven. A. R. MANsoor. Indian 
M. Gaz., 1933, lxviii, 574. 

The trend of cases of gonorrhoea under treatment or ob- 
servation in the United States. L. J. Ustrrton. New Eng- 
land J. Med., 1933, ccix, 996. 

Some phases of the treatment of gonorrhoea. EF. |. 
Keyes. New England J. Med., 1933, ccix, 989. 

Office treatment of gonorrhcea. F. Fow er. 
Ass. Georgia, 1933, xxii, 425. 

The treatment of acute anterior gonorrhoea. P. G. Fox 
South. M. & S., 1933, xcv, 608. 

The treatment of surgical tuberculosis of the urogenita! 
tract by the Sauerbruch-Herrmannsdorfer-Gerson diet. | 
Szotp. Ztschr. f. urol. Chir., 1933, xxxvii, 78. 

Soft bacterial calculi of the urinary tract. F. VoLantr. 
Arch. ital di urol., 1933, x, 505. 

Lymphogranulomatosis venerea. W. E. Courts, J. M 
HERRERA, and F. L. PErront. Am. J. Surg., 1933, xxi, 9°. 

The Frei test in lymphogranulomatosis inguinale—th 
fourth venereal disease of Nicolas and Favre. M. Ca1 
TANEO. Arch. ital. di chir., 1933, xxxiv, 820. [245 

Cancer of the male generative organs. F. L. Horrm,» 
New England J. Med., 1933, ccix, 1093. 

Surgery of the urinary tract. H. L. 
Surg. Clin. North Am., 1933, xiii, 1127. 

Attachments for converting a standard surgical table 
into a table for perineal operations. A. B. Cectt. J. Urol., 
1933, XXX, 635. 


J. Med 


KRETSCHME! 


THE BONES, JOINTS, MUSCLES, TENDONS 


A neanderthaloid skull presenting features of cleid: 


cranial dystosis and other peculiarities. D. M. Grer 
Edinburgh M. J., 1933, xl, 497. 
Rickets. R. S. Bromer. Am. J. Roentgenol., 1 


Xxx, 582. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Renal rickets. E. C. Vocr. 
xxx, 624. 

Skeletal pathology of endocrine origin. 
Ann. Surg., 1933, xcviii, 868. 

Osteomalacia; a brief review of the modern conception 
of the disease. P. C. Hopces and A. C. Levoux. Am. J. 
Roentgenol., 1933, XXX, 590. [246] 

Osteopoikilosis. L. F. Witcox. Am. J. Roentgenol., 
1933, XXX, 615. 

Marble beam. A. H. Pirie. 
xxx, 618. 

Surgery of the parathyroids, with special reference to 
parathyroid osteoses. A. CooL. Policlin., Rome, 1933, 
xl, sez. prat. 1599. 

Chronic rarefying osteomyelitis without suppuration. 
M. R. Moreno and M. Firre. Soc. de cirug. de Buenos 
Aires, 1933, Xvii, 960. 

Vaccine therapy for osteomyelitis. C. MARTIN-pU PAN. 
Rev. méd. de la Suisse Rom., 1933, liii, 764. 

Two cases of early secondary resection for osteomyelitis. 
BARBILIAN and BacuLEscu. Bull. et mém. Soc. nat de 
chir., 1933, lix, 1256. 

Pathological and biochemical changes in Paget’s disease. 
J. T. Jerome and E. L. Compere. Illinois M. J., 1933, 
lxiv, 449. 

Osteopoecilia. A. R. Broom. Am. J. Surg., 
230. 

The experimental production of osteitis fibrosa in the 
rat by means of lead acetate, narcosis, and glucose. G. 
GAEHTGENS. Frankfurt. Ztschr. f. Path., 1933, xlv, 

[246] 


Am. J. Roentgenol., 1933, 


M. BALLIN. 


Am. J. Roentgenol., 1933, 


1933, Xxii, 


543- 

: The association of pulmonary and other tuberculous 
lesions in cases of proved bone and joint tuberculosis. 
C. H. Snyper. J. Bone & Joint Surg., 1933, xv, 924. [247] 

Bone tumors. M.S. HENDERSON. J.-Lancet, 1933, liii, 
022. 

Giant-cell bone tumors. Am. J. Roent- 
genol., 1933, XXX, 604. 

_ Giant-cel bone tumor; some considerations of treatment. 

. B. PEIRCE. Radiology, 1933, XXi, 348. 

“ eee bone tumors. M. KRrABBEL. 
Wchnschr., 1933, ii, 1044. 

Results of irradiation in the treatment of operable osteo- 
genic sarcoma of the long bones. W. B. Cory. Radiology, 
1933, Xxi, 318. 

Spastic paraplegia in achondroplasia. E. Freunp. Arch. 
Surg., 1933, xxvii, 859. 

The pathogenesis of deforming osteochondritis in infants. 
A. LAporTE. Bordeaux chir., 1933, No. 4, 370. 

Osteochondritis deformans juvenilis cubiti. O. WINTER- 
STEIN. Beitr. z. klin. Chir., 1933, clvii, 527. 

Kashin-Beck disease. A. H. Prrie. Am. 5 ——_?" 
1933, XXX, 621. [24 7| 

Some observations on injuries to joints. Sr. J. D. 
Buxton. Proc. Roy. Soc. Med., Lond., 1933, xxvii, 47. 

Histological researches on the behavior of the synovial 
membrane in immobilization of joints. R. Gatta. Chir. 
d. organi di movimento, 1933, xviii, 273. [247] 

Peritoneal symptoms at the onset of acute articular 
theumatism. StorANovitcH. Bull. et mém. Soc. nat. de 
chir., 1933, lix, 1225. 

Arthritis deformans and neuropathic arthropathy. A. 
BLENCKE. Ztschr. f. orthop. Chir., 1933, lix, 209. 

The evaluation of therapy in chronic atrophic arthritis. 
W. P. Hotproox. Ann. Int. Med., 1933, vil, 457. 

oa its dietary treatment. W. E. GATEwoop and 

.. W. Hunt. Northwest Med., 1933, xxxii, 474. 

geen vaccine therapy i in chronic arthritis. W. B. 
Rawts, B. J. Grusktn, and A. Ressa. Ann. Int. Med., 
1933, vii, 566. 


C. B. PErRce. 


Deutsche med. 


289 


Epidemic myositis, serositis. H. Heckscurr. Acta 
med. Scand., 1933, lxxx, 251. 

Ajnew case of muscular angioma. ‘TALBor 
BAvuGuET. Rev. de chir., Par., 1933, lii, 650. 

Secretory complications in rheumatism. A. pEL CANIzZ0. 
Clin. y lab., 1933, xviii. 

A case of osteochondritis of the shoulder. 
Zentralbl. f. Chir., 1933, p. 1222. 

Coracoiditis. C. JULLIARD. Rev. méd. de la Suisse Rom., 
1933, lili, 737. [247| 

Isolated enchondroma of the humerus in the adult. 
Duvorr and L. Potter. Bull. et mém. Soc. méd. d. hop. 
de Par., 1933, xlix, 1148. 

A case of chondromatosis of the elbow. 
Rev. belge d. sc. méd., 1933, v, 578. 

Disturbances of growth in the radial epiphyses and 
Madelung’s disease. H. GickLer. Arch. f. orthop. Chir., 
1933, XXxili, 312. 

Paralysis of the ulnar nerve due to compression. ANDRE- 
Tuomas. Presse méd., Par., 1933, xli, 1639. 

Styloiditis of the ulna in a tennis player. A. Moucuer. 
Rev. d’orthop., 1933, xl, 539. 

The synovial sheaths and fascial spaces of the hand. 
W. E. A. HucuEs-Jones. Med. J. Australia, 1933, ii, 658. 

Interphalangeal osteochondromatosis. F, A. MANDRUz- 
zATo. Am. J. Surg., 1933, xxii, 262. 

The development of nervous arthropathies and certain 
of their topographic and developmental peculiarities 
(arthropathy of the small joints of the fingers and toes of 
the pseudophlegmonous type). T. ALAJOUANINE and G. 
Mauric. Presse méd., Par., 1933, xli, 1537. 

Avulsion of the distal phalanx of the thumb and of its 
flexor tendon. A. Moucuer. Bull. et mém. Soc. nat. de 
chir., 1933, lix, 1244. 

Echinococcosis of the ribs. Bressor. 
Soc. nat. de chir., 1933, lix, 1260. 

Injuries to the back. J. D. Leany. 
1933, XXXii, 761. 

Gunshot wound of the spine. F. 
Clin. North Am., 1933, xiii, 1217. 

Spondylolisthesis. G. WALLGREN. 
1933, ix, 23. 

Spondylolisthesis; its cause and sequel. C. ROEDERER 
and P. GLorreux. Presse méd., Par., 1933, xli, 1550. 

A case of juvenile painless spondylolisthesis. G. MEYER. 
Rev. méd. de la Suisse Rom., 1933, liii, 777. 

Further observations on free bodies in the intervertebral 
joints. H. MANNHEIM. Zentralbl. f. Chir., 19633, p. 1332. 

The syndrome of rhizomelic spondylitis; parathyroidec- 
tomy and resection of the lateral rami of the sympathetic 
nerves. A. CHIASSERINI. Policlin., Rome, 1933, xl, 1606. 

Ankylosing spondylitis and polyarthritis (Bechterew, 
Striimpell-Marie, and related types). E. W. Hatt. Am. J. 
Roentgenol., 1933, xxx, 608. 

Osteomyelitis of the spine. M. HArsin and J. W. 
Eprron. Am. J. Surg., 1933, xxii, 244. 

Vertebral epiphysitis and osteochondritis. P. O. SNOKE. 
J. Bone & Joint Surg., 1933, xv, 963. [248] 

Chronic vertebral arthritis. A. RicHarp. Rev. d’orthop., 
1933, Xl, 440. 

Tuberculous rheumatism verging on Pott’s disease; a 
form of vertebral arthritis of painful bacillary nature. 
M. P. Wert and C. RoEpERER. Presse méd., Par., 1933, 
xli, 1626. 

Non-operative versus operative treatment of tubercu- 
losis of the spine in children; a review of fifty consecutive 
cases treated by each method. J. H. Kite. South. M. J., 
1933, xxvi, 918. 

Lymphogranulomatosis of the vertebral column.  E. 
Wecemer. Arch. f. path. Anat., 1933, cclxxxix, 386. 


and pt 


J. MARIAN. 


I. LADURON. 


Bull. et mém. 
Wisconsin M. J., 
CHRISTOPHER. Surg. 


Acta orthop. scand., 





290 


Hemangioma of the spine. F. S. Heaney and P. H. 
Wuitaker. Brit. M. J., 1933, ii, 775. 

The anatomical peculiarities of the fifth lumbar vertebra 
and of the last lumbar intervertebral disk. H. JuNGHANNS. 
Arch. f. orthop. Chir., 1933, Xxxiii, 260. [248] 

Anomalies of the lumbosacral spine. E. LECocg. Am. 
J. Surg., 1933, xxi, 118. 

Ossification in the lumbosacral region. 
Brit. J. Radiol., 1933, vi, 685. 

A rare ossification in the lumbosacral region. G. R. 
GIRDLESTONE and C. T, HoLLANb. Brit. J. Radiol., 1933, 
v1, O21. 

Sacralization of the fifth lumbar vertebra as the cause 
of sacral pains. A. Beck. Zentralbl. f. Chir., 1933, p. 728. 

The recognition of hip-joint injuries in children. H. 
STERNBERG. Arch. f. orthop. Chir., 1933, xxxiii, 250. 

The incongruous hip. P. Morvitte. Acta orthop. 
scand., 1933, iv, 133. 

The late development of congenital defects of the hip. 
HaAckensrocu. Zentralbl. f. Chir., 1933, p. 1323. 

On lateral tilts of the pelvis in children. E. Cyrtax. 
Brit. J. Child. Dis., 1933, xxx, 274. 

Is there a relationship between congenital dislocation 
of the hip and juvenile osteochondritis? J. OBERZIMMER. 
Chir. d. organi di movimento, 1933, xviii, 233. 

The development, clinical picture and treatment of 
arthritis deformans of the hip. A. LrevEN. Muenchen. 
med. Wchnschr., 1933, i, 810. 

Early recognition of iliopectineal bursitis. D. S. O’Con- 
Nor. Surg., Gynec. & Obst., 1933, lvii, 674. 

Inflammation of the ischiopubic joint in children. G. 
ENGELMANN. Ztschr. f. orthop. Chir., 1933, lix, 264. 

Benign, non-specific, metastatic ischiopubic synchondri- 
tis occurring in childhood as a typical disease picture. 
G. HaBerter. Arch. f. klin. Chir., 1933, clxxv, 625. [249] 

Epiphysiolysis of the lower end of the femur. Oprozer. 
Zentralbl. f. Chir., 1933, p. 1541. 

Changes in position of the zone of reflection in the neck 
of the femur following osteotomy for the so-called con- 
genital coxa vara. H. WALTER. Zentralbl. f. Chir., 1933, 
p. 1322. 

\ solitary plasmocytoma of the femur. C. PoLson and 
H. Surres. Brit. J. Surg., 1933, xxi, 373. 

Subpatellar rupture of the quadriceps tendon. C. LrE- 
NORMANT and C. Ontvier. Presse méd., Par., 1933, xli, 
I 50 t. 

Injuries to knee joints. 
1933, CXXxi, 585. 

Traumatism to the knee; operation of Hey-Groves. M. 
BARRETT. Bull. et mém. Soc. nat. de chir., 1933, lix, 1217. 

Xanthoma of the knee joint following injury. R. Bonn. 
Arch. f. orthop. Chir., 1933, xxxiii, 146. 

A study of the degenerative changes of the menisci of 
the knee joint and the clinical significance thereof. M. S. 
BurMAN and C. J. Surro. J. Bone & Joint Surg., 1933, 
Xv, 835. [249] 

Normal ossification and pathological manifestations in 
the anterior tuberosity of the tibia. A. Perrot. Rev. 
d’orthop., 1933, xl, 497. 

Subperiosteal resection of the tibial shaft in osteomyeli- 
tis. D. M. Boswortu. J. Am. M. Ass., 1933, Ci, 1542. 

Periosteal sarcoma of the tibia operated upon twenty- 
three years ago; fibular graft. J. Goyanes. Actas Soc. 
de cirug. de Madrid, 1933, ii, 219. 

The foot considered as a lever during walking. G. BRuNo. 
Chir. d. organi di movimento, 1933, xviii, 286. 

A case of march foot. H. Dopp. Brit. M. J., 1933, ii, 


H. A. Harris. 


W. E. Tucker. Practitioner, 


/ 70. 
Prehallux in relation to flat-foot. F.C. Kipner. J. 
Am. M. Ass., 1933, Ci, 1539. 


INTERNATIONAL ABSTRACT OF SURGERY 


Pes cavus of congenital syphilis. C. W. Gorr. Am. | 
Surg., 1933, XXii, 359. 

Calcaneus varus. T. KOELLIKER. 
1933, P- 1407. ’ 

Contracted toes. D. J. Giissan. Australian & New 
Zealand J. Surg., 1933, iil, 149. [250) 

The end-stages of Koehler’s disease of the tarsal navici; 
lar in children. H. Drererrcu. Arch. f. klin. Chir., 193 ;, 
clxxv, 340. 


Zentralbl. f. Chir., 


Surgery of the Bones, Joints, Muscles, 
Tendons, Etc. 


The management of gonorrhceal arthritis. D. W. Hip- 
rick. Am. J. Surg., 1933, xxii, 255. 

The principles of treatment of bone and joint tuberculo- 
sis in the sanatorium at Kraljevica. M. Deuié. Lijec. 
Vjesnik., 1933, lv, 199. 

Studies in osteosynthesis, actual and critical methois; 
osteosynthesis by fixation by bone pegs. E. JuvARA. Rey. 
de chir., Par., 1933, lii, 563. 

Some causes for failure of osteosynthesis and studies of 
newer methods. J. D’HArcourt and M. D’Harcount. 
Actas Soc. de cirug. de Madrid, 1933, ii, 137. 

Curvilinear osteotomy with the Alessandri saw. \I. 
Rapaccint. Chir. d. organi di movimento, 1933, xviii, 
265. 

Extra-articular arthrodesis of the shoulder. R. \W. 
Jones. J. Bone & Joint Surg., 1933, xv, 862. {250| 

Complicated contractures of the hand, their treatment 
by freeing fibrosed tendons and replacing destroyed tendons 
with grafts. S. L. Kocw. Ann. Surg., 1933, xcviii, 546. 

Arthrodesis for coxalgia. Thesis of Paris. P. BuFNoir. 
Presse méd., Par., 1933, xli, 1674. 

The great trochanter in children; iliodiaphyseal arthro- 
desis by an external route in coxalgia in young patients. 
DELAHAYE and Dupuis. Arch. franco-belges de chir., 
1931-1932, XXxili, 1033. 

Immobilization of the hip in Bechterew’s disease. 11. 
Spitzy. Ztschr. f. orthop. Chir., 1933, lix, 225. 

Arthroplasty of the hip. P. BApr. Ztschr. f. orthop 
Chir., 1933, lix, 234. 

Original features of arthroplasty of the hip and knee. 
F. H. ALBEE. J. Am. M. Ass., 1933, Ci, 1694. 

The réle of fusion operations as applied to the hip joint 
G. R. Grrp_esTone. Brit. M. J., 1933, ii, 777. 

Irrigation of the knee in chronic recurrent hydrops. 
MoseENTHAL. Ztschr. f. orthop. Chir., 1933, lix, 286. 

Arthrodesis for tuberculosis of the knee and patella. 
V. Puttt. Chir. d. organi di movimento, 1933, xviii, 217. 

Resection of the knee and fusion by means of an autog- 
enous pedunculated patellar graft. G. Moccia. Chir. 
d. organi di movimento, 1933, xviii, 254. 

Knee joint arthroplasty. W. R. MacAustanp. J. Am. 
M. Ass., 1933, Ci, 1699. 

Conservativé treatment of rupture of the internal lateral 
ligament of the knee. Deusner. Arch. f. orthop. Chir, 
1933, XXxiii, 125. 

Experiences with the Lettermann method of foot cor- 
rection. H. ScHERER. Monatsschr. f. Unfallheilk., 1933. 
xl, 237. 

Experiences with the Lettermann method of foot cor 
rection. E. BETTMANN. Monatsschr. f. Unfallheilk., 19:3 
xl, 240. 

Crushing of the peroneal nerve for spastic flat-foot. .\ 
LILIENFELD. Zentralbl. f. Chir., 1933, p. 1065. 

Prostheses for flat-foot. E. Fiscner. Arch. f. orthop 
Chir., 1933, Xxxiii, 222. 

Mediotarsal metatarsal resection. D. Dr FRANCES’ ” 
Chir. d. organi di movimento, 1933, xviii, 227. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


Fractures and Dislocations 


The blood calcium in fractures and in bone diseases. 
\V. HorrMEIsTER. Deutsche Ztschr. f. Chir., 1933, ccxl, 


414. 

The after-treatment of fractures. E. B. CLayton. Med. 
J. Australia, 1933, ii, 574. 

Contra-indications to massage and passive movements 
in fresh bone and joint injuries. L. BoEHLER. Muenchen. 
med. Wehnschr., 1933, ii, 1040. [251] 

A simple method of fastening lateral wires on bone frag- 
ments. O. LOEWE’ Zentralbl. f. Chir., 1933, p. 1057. 

The extension treatment in a plaster bed for fractures 
in infants. W. OBADALEK. Chirurg, 1933, v, 382. 

Continuous extension in ambulatory patients. J. FARILL. 
Med. rev. mexicana, 1933, xiii, 460. 

Healing of fractures and bone defects after venous 
stasis. J. A. Key and F. Warton. Arch. Surg., 1933, xxvii, 
935. 

The action of certain metals on the repair of bone. A. 
Crétin and L. PouyANNE. Bordeaux chir., 1933, No. 4, 
sat. 251 

Four types of pseudarthrosis. May. Zentralbl. f. Chir., 
1933, P- 1484. 

The treatment of pseudarthrosis. NirpEN. Zentralbl. 
f. Chir., 1933, p. 1310. 

Osteosynthesis with metallic substances in the treatment 
of pseudarthrosis. J. VERBRUGGE. Soc. de cirug. de Buenos 
Aires, 1933, XVii, 9869. 

Spontaneous dislocation of the atlas. F. A. R. STAMMERS 
and P. Frazer. Lancet, 1933, CCXxv, 1203. 

A simpler method for the reduction of the dislocated 
shoulder joint. T. G. HArpy. Virginia M. Month., 1933, 
lx, 481. 

The treatment of congenital dislocation of the shoulder. 
G. Honmann. Chirurg, 1933, v, 400. 

Acromioclavicular dislocation; autoplastic reconstruc- 
tion. C. C. SCHNEIDER. J. Bone & Joint Surg., 1933, xv, 
957. [252] 

Old scapulohumeral dislocations. M. J. Firrr. Soc. 
de cirug. de Buenos Aires, 1933, xvii, 1003. 

The intradeltoid fracture of Baraldi. A. F. LANpfvar. 
Soc. de cirug. de Buenos Aires, 1933, xvii, 1065. 

Wire traction in the treatment of fracture of the clavicle. 
G. Frirprr. Chir. d. organi di movimento, 1933, xviii, 305. 

Fractures of the humeral condyles in children. J. S. 
SrEeD and H. B. Macey. J. Bone & Joint Surg., 1933, 
XV, 903. 

Fractures of the lower end of the humerus. I. A. ARNOLD. 
Kentucky M. J., 1933, xxxi, 528. 

Early treatment of fractures of the superior extremity 
of the humerus complicated by dislocation. L. SABADINI. 
J. de chir., 1933, xlii, 706. 

Complications of fractures of the lower end of the hume- 
rus, cause and treatment. W. B. OWEN. Kentucky M. J., 
1933, XXXi, 530. 

Fractures of the humerus treated with Hendon’s bone 
key. W. B. Arkrnson. Kentucky M. J., 1933, xxxi, 526. 

Epitrochlear fracture with intra-articular position of the 
fracture; paralysis of the ulnar nerve. A. L. GArcrA. Soc. 
de cirug. de Buenos Aires, 1933, xvii, 1060. 

Wire traction in the treatment of supracondylar fracture 
of the elbow in children. C. Cartr. Chir. d. organi di movi- 
mento, 1933, XVili, 311. 

Fracture of the olecranon and suture with resorbable 
material. D. A. Covettr. Chir. d. organi di movimento, 
1033, XVili, 296. 

Associated injuries and their treatment following frac- 
ture of the radius. GEeBHARDT. Zentralbl. f. Chir., 1933, 
p. 1484. 


201 


Injury to the carpal bones. J. Hors. Med. J. Australia, 
1933, li, 448. 

Dislocation of the semilunar bone. 
Lancet, 1933, ccxxv, 8o1. 

Fractures of the sternum. W. G. Stuck. Am. J. Surg., 
1933, XXii, 266. 

Compression of the bodies of the vertebra. A. R. 
SHANDS, Jr. South. M. & S., 1933, xcv, 575. 

Traumatic injuries to the spine. F. P. 
Kentucky M. J., 1933, xxxi, 515. 

Closed injuries of the spine. E. Ruce. Ergebn. d. Chir., 
1933, XXVi, 63. [253] 

Fractures of the spine. W. S. HAucuton. Brit. M. J., 
1933, li, 774. 

\ case of total transverse or extension fracture of the 
third lumbar vertebra. P. Deutickr. Deutsche Ztschr. 
f. Chir., 1933, ccxl, 778. 

How shall we treat vertebral fracture? <A criticism of 
the method of Magnus and Boehler. J. VivAt. Zentralbl. 
f{. Chir., 1933, p. 1402. 

Massive bone graft in the treatment of ununited frac- 
tures, repair of defects in the long bones, and fusion of 
the spine. E, L. Compere. Surg. Clin. North Am., 1933, 
xiii, 1261. 

Bone grafts for ununited fractures of the pelvis. A. 
Brunscuwic. Rev. d’orthop., 1933, xl, 518. 

Congenital dislocation of the hip. F. A. 
Surg. Clin. North Am., 1933, xili, 1141. 

Congenital dislocation of the hip. H. Gickuer. 
f. orthop. Chir., 1933, xxxiii, 248. 

The so-called normal hip in unilateral congenital dis- 
location. R. MAssart. Bull. et mém. Soc. d. chirurgiens 
de Par., 1933, xxv, 400. 

Subluxation of the hip following developmental changes 
in the acetabulum. B. Simons. Beitr. z. klin. Chir., 1933, 
clvii, 505. 

Congenital dislocation of the hip. A statistical study and 
a consideration of poor results. L. Lamy. Bull. et mém. 
Soc. d. chirurgiens de Par., 1933, xxv, 441. [255| 

Transacetabular fracture of the pelvis with intrapelvic 
displacement of the head of the femur. R. Duronr and 
H. Goparp. Bull. et mém. Soc. nat. de chir., 1933, lix, 
1258. 

The etiology and treatment of slipped epiphysis of the 
head of the femur. KE. N. Warpie. Brit. J. Surg., 1933, 
REL, 373. {255| 

Subtrochanteric osteotomy for pseudarthrosis of the 
neck of the femur. P. GuipaL. J. de méd. de Bordeaux, 
1933, CX, 730. 

A fracture of the medial epicondyle of the femur asso- 
ciated with an unrecognized fracture of the lateral con- 
dyle. R. PETRIGNANI and A. Sicarp. Rev. d’orthop., 
1933, Xl, 523. 

The fracture of Monteggia. A. LAMBorre. 
cirug. de Buenos Aires, 1933, xvii, 941. 

The treatment of fracture of the femur in the newborn 
and in children. G. WEHNER. Zentralbl. f. Chir., 1933, 
p. 1510. 

Fracture of the neck of the femur; a sight for accurately 
directing the Dowel peg. S. BuUNNELL. Surg., Gynec. & 
Obst., 1933, lvii, 685. 

Fracture of the neck of the femur; osteosynthesis. L. O. 
ZENO. Rev. méd. d. Rosario, 1933, xxiii, 762. 

Our method of treatment of severe diaphyseal fractures 
of the femur. AYESTARAN. J. de méd. de Bordeaux, 1933, 
CX, 743. 

The non-operative treatment of fractures of the tibia 
and the femur with involvement of the knee joint. FE. L 
ILIASON and W. W. EpBetinc. Surg., Gynec. & Obst., 
1933, vii, 658. 


J. K. Monro. 


STRICKLER. 


CHANDLER. 


Arch. 


Soc. de 











292 INTERNATIONAL ABSTRACT OF SURGERY 


Costal bone graft in congenital dislocation of both pa- 


tella; result at the end of four years. H. L. ROcHER. 
Bordeaux chir., 1933, No. 4, 365. 
Traumatic ee of the patella. J. de méd. de 


Bordeaux, 1933, CX- 72 

The treatment of habitual dislocation of the patella by 
transplantation of a strip of sartorius muscle. K. KESSEL. 
Chir. Narz. Ruchu, 1932, vi, 465. 

Every-day knee injuries, excluding fractures. K. SPEED. 
Surg. Clin. North Am., 1933, xiii, 1179. 

Oblique fractures of the leg: double immobilization by 
plaster casts and transfixation. L. O. ZENO. Soc. de cirug. 
de Buenos Aires, 1933, xvii, 975. 

Gradual destruction due to torsional fracture of the 
superior extremity of the tibia. G. Zorraguin. Soc. de 
cirug. de Buenos Aires, 1933, xvii, 1014. 

Disabilities resulting from fractures of the os calcis and 
remedial measures for their prevention. F. E. PIeRce. 
Internat. J. Med. & Surg., 1933, xlvi, 522. 

An unusual tarsal dislocation. T. A. OUTLAND. Guthrie 
Clin. Bull., Sayre, Pa., 1933, iii, 51. 


SURGERY OF 


Blood Vessels 


Migratory projectiles; conditions necessary for penetra- 
tion of bullets into the blood vessels. R. PIfDELIEVRE 
and P. ETIENNE-MARTIN. Presse méd., Par., 1933, xli, 
1681. 

Studies with roentgen therapy for thrombosis. J. Gaj- 
zAcO. Orvosi hetil., 1933, p. 428. 

Cerebral embolism of pulmonary origin. 
puck. Am. J. Surg., 1933, xxii, 330. 

A simple method of producing vasodilatation in the 
lower extremities, with reference to its usefulness in studies 
of peripheral vascular disease. E. M. Lanois and J. H 
G1BBoN, Jr. Arch. Int. Med., 1933, lii, 785. 

Varicography. M. M. Pomeranz and I. S. Tunick. 
Surg., Gynec. & Obst., 1933, vii, 689. 

Varicose veins and ulcers. G. pE TARNowsky and P. J. 
SARMA. Surg. Clin. North Am., 1933, xiii, 1231. 

The treatment of varicose ulcer. M. C. HARVEy. zi, 
Michigan State M. Soc., 1933, xxxii, 546. 

The present position of injection methods in the treat- 
ment of varicose veins and hemorrhoids. V. M. CoppLe- 
son. Med. J. Australia, 1933, ii, 431. 

A technical contribution on the sclerosing treatment of 
varices. A. PorGES. Wien. med. Wchnschr., 1933, i, 694. 

The evaluation of sodium morrhuate therapy in varicose 
veins; a critical study. H. BrEGELEISEN. Surg., Gynec. 
& Obst., 1933, lvii, 606. 

Late results of injection treatment of varicose veins. 
D. Patey and R. C. Tatuam. Brit. M. J., 1933, ii, 861. 

Thrombophlebitis in acute rheumatism. C. B. PERRY. 
Lancet, 1933, ccxxv, 966. 

Vein ligation by the method of Oppel for juvenile gan- 


J. B. STEN- 


grene. K. Rescuke. Zentralbl. f. Chir., 1933, P. 1225. 
Primary thrombosis of the subclavian vein. C. H. S 
Taytor. Brit. M. J., 1933, ii, 818. 
Saccular dilatation of the saphenous vein. D. D. 


WEAVER. California & West. Med., 

Arterial reflexes. J. Ipsen. 
Ixxiii, 219. 

Chronic arterial occlusion of the extremities. D.GRAHAM. 
Ann. Int. Med., 1933, vii, 431. 

Intracranial arteriovenous aneurism. J. E. 
P. D. Apramson. Am. J. Surg., 


1933, XXXiX, 331. 
Acta chirurg. Scand., 1933, 
[257] 


HEARD and 
1933, XXli. 325. 


Orthopedics in General 


Fifty-first report of progress in orthopedic surgery. J. 
G. Kuuns, E. F. CAvE, S. M. Roperts, J. S. BARR, and 
others. Arch. Surg., 1933, xxvii, 970. 

Points of ossification in premature infants; radiological] 
study. C. M. Prntos. Semana méd., 1933, xl, 924. 

Electrobasographic method of recording gait. R. I. 
Scuwartz, A. L. HEATH, and J. N. Wricut. Arch. Surg., 
1933, XXVii, 926. 

Inhibition of growth in length of the long tube bones 
due to injury of the epiphyses. G. A. WOLLENBER: 
Ztschr. f. orthop. Chir., 1933, lix, 272. 

The pathology in twins, with particular reference tv 
orthopedic conditions. K.-E. Hertyn. Beitr. z. klin. 
Chir., 1933, clvii, 421. 

Nasopharyngeal torticollis; orthopedic correction under 
rectanol. J. de méd. de Bordeaux, 1933, Cx, 720. 

Practical results of extension of the cervical vertebr 
with rubber. C. LAsserRRE. Bordeaux chir., 1933, No. 4, 
387. 


THE BLOOD AND LYMPH SYSTEMS 


Occupational aneurism of the palmar arteries. D. W- 
MIDDLETON. Brit. J. Surg., 1933, xxi, 215. 

Aneurism of the femoral artery. A. D. BEVAN. Surg. 
Clin. North Am., 1933, xiii, 1169. 

Inflammatory diseases of the arteries, with particular 
reference to the more acute forms. D. W. KRAMER. Surg 
Clin. North Am., 1933, xiii, 759. 

Periarteritis nodosa. T. KLEIN and R. H. OWEN. Med. 
Clin. North Am., 1933, xvii, 665. 

Two cases of endarteritis obliterans. SCHINDERA. Zen- 
tralbl. f. Chir., 1933, p. 1201. 

Arteriosclerosis of the lower extremities with special 
reference to treatment in diabetic gangrene. W. H. Oi 
sTED and I. Y. Otcu. J. Missouri State M. Ass., 1933, 
XXX, 427. 

The therapeutic results of arteriography in the extrem- 
ities. R. DemELand M. SGALITzER. Wien. klin. Wchnschr., 
1933, li, 1017, 1043. 

The technique of suture of small arteries. Voss. Zen- 
tralbl. f. Chir., 1933, p. 820. 

Embolectomy of the peripheral arteries; a report of 
three cases. B. Portis and H. A. Rotu. J. Am. M. Ass., 
1933, Ci, 1556. 

Accidental injury to the common carotid artery; double 
ligation; recovery. E. Grora. Arch. ital. di chir., 1033, 
XXxiv, 496. [257 


Blood; Transfusion 


The treatment of purpura hemorrhagica. E. R. Ma! 
zuLLo. Am. J. Surg., 1933, xxi, 92. 

Antivenin therapy in purpura; a case report. R. | 
Van Duzer and C. A. BEttnc. J. Med. Soc. New Jerscy, 
1933, XXX, 790. 

Indications for blood transfusion. B. BREITNER. Chi- 
Turg, 1933, V, 530. [258| 

Is postoperative thrombophlebitis in chronic anemia 
contra-indication to blood transfusion. R. Boure ani 
LavAND’HOMME. Bruxelles-méd., 1933, xiii, 1451. 

The unreliability of test sera for blood grouping. I! 
BUERKLE-DE LA CAMP. 
ccxl, 450. 


Blood transfusion. J. D. Imnorr. Rev. méd. d. Rosario, 


1933, XXiii, 727. 


Deutsche Ztschr. f. Chir., 193.:. 





nd 
cal 
~P 
1es 
a 
in. 
ler 


rae 


‘hi- 
58 | 
aa 
ind 


33s 


rio, 








Clinical and laboratory study of 100 blood transfusions 
M. CuHep1ak, A. S. Azzi, and A. DEL Frape. Med. Ibera, 
1033, XVii, 579. 


Lymph Glands and Lymphatic Vessels 


Serum treatment of Hodgkin’s disease. N. R. BARRETT?. 
and L. T. Bonn. Lancet, 1933, ccxxv, 855. 


SURGICAL 


Operative Surgery and Technique; 
Postoperative Treatment 


The sterilization of operating knives. H. von BAEYER. 
Zentralbl. f. Chir., 1933, p. 1349. 

How to ensure an accurate count of sponges. J. F. 
BALDWIN. Mod. Hosp., 1933, xli, 59. 

The present status of electrosurgery. H* voN SEEMEN. 
Chirurg, 1933, V, 301. 

The electrosurgical unit in surgery. F. ANGEL. South. 
M. & S., 1933, xev, 593. 

The water requirements of surgical patients. F. A. 
CoLLER and W. G. Mappock. Ann. Surg., 1933, xcviii, 
952. 

The back as a source of pedicled skin grafts. A. G. 
BeTTMAN. Northwest Med., 1933, xxxii, 453. 

Horsehair for skin suture. M. SIEBNER. Chirurg, 1933, 
V, 411. 

Drainage. T. FARRANRIDGE. Australian & New Zealand 
J. Surg., 1933, iii, 184. 

Continuous intravenous administration of fluids. J. 
SCHNITZLER. Wien. klin. Wchnschr., 1933, i, 659. 

The preparation of dextrose and saline solutions and 
apparatus for intravenous and subcutaneous use. S. A. 
Tuompson. Am. J. Surg., 1933, xxi, 127. 

The use and misuse : —— J. Eason. Edin- 
burgh M. J., 1933, xl, 1 

Asepsis. E. tive dong “Zentralbl. f. Chir., 1933, P. 1233. 

Some further observations upon contamination of oper- 
ative wounds by air-borne bacteria. E. L. Hunt. New 
England J. Med., 1933, ccix, 931. 

Bacterial lysates in surgical cases. K. R. RuDDELL, 
O. W. Sticks, and N. S. Loomis. Am. J. Surg., 1933, xxii, 


37 

Can we determine before operation the presence of a 
tendency to thrombosis? O. Meyer. Zentralbl. f. Chir., 
1933, P- 1407. 

Postoperative quantitative changes in the blood fat. 
F. Procunow and L. FInpEIsEN. Arch. f. klin. Chir., 1933, 
clxxv, 121. 

Postoperative reduction in blood clots and increase in 
blood nitrogen. C. DANIEL, I. FLortAn, and A. Sormaru. 
Gynecol., 1933, viii, 199. 

The prevention and treatment of operative complica- 
tions. M. Kappis. 1933: Leipzig, Thieme. 

The avoidance of postoperative complications due to 
nitrogen retention and chloride loss. M. RopinEAu and 
M. Levy. Presse méd., Par., 1933, xli, 1565. 

Postoperative atelectasis. A. E. BAKER, Jr. J. South 
Carolina M. Ass., 1933, Xxix, 247. 


Antiseptic Surgery; Treatment of Wounds 
and Infections 


The handling and results of traumatic cases in the coun- 
try. A study of 703 typical injuries. W. WETTE. 1933: 
Berlin, Vogel. 





BIBLIOGRAPHY OF CURRENT LITERATURE 293 


Bilateral malignant cervico-axillary lymphogranuloma- 
tosis. J. de méd. de Bordeaux, 1933, cx, 718. 

Paraganglion of the carotid gland. E. Picarp and H 
LADURON. Rev. belge d. sc. méd., 1933, v, 531. 

A discussion of the lymphoblastomata. EK. STEINFELD. 
Med. Clin. North Am., 1933, xvii, 805. 

The treatment of lymphadenoma with chicken serum. 
R. J. V. Putvertart. Lancet, 1933, ccxxv, 857. 


TECHNIQUE 


A case of burning by electricity in a child. A. H. W. 
RorFey. Proc. Roy. Soc. Med., Lond., 1933, xxvii, 27. 

Lymphatic pathology in relation to the toxin of burns. 
F, A. FENDER. Surg., Gynec. & Obst., 1933, lvii, 612. 

Hypochloremia and hypocholuria in severe burns. 
Baur and Boron. Bull. et mém. Soc. nat. de chir., 1933. 
lix, 1252. 

Deep plantar phlegmons. Costantintand Liaras. J. de 
chir., 1933, xlii, 326. [259| 

Tetanus. R. A. Witson. Am. J. Surg., 1933, xxii, 343. 

Clinical tetanus. H. I. Vener, A. G. Bower, and J. E 
McKrixop. California & West. Med., 1933, xxxix, 300. 

Generalized tetanus with the probable point of entrance 
in the bladder; recovery; continuation of pregnancy. M. 
Duvorr, L. PoLLet, and R. Couper. Bull. et mém. Soc. 
méd. d. hop. de Par., 1933, xlix, 1160. 

The importance of tetanus infection in Hungary. L. 
Bakay and D. Kiko. Orvosképzés, 1933, xxiii, 1. [260] 

A combination of vaccinotherapy and serotherapy in the 
preventive treatment of tetanus. CLAVEL and CLAVEL. 
Presse méd., Par., 1933, xli, 1683. 

The present status of tetanus treatment, with particular 
consideration of magnesium sulphate therapy. M. SAeg- 
GESSER. Ergebn. d. Chir., 1933, xxvi, I. 

Serum disease with recurrent paralysis following prophy- 
lactic injection of tetanus antitoxin. K. SCHAUWECKER. 
Zentralbl. f. Chir., 1933, p. 1411. 

Gas gangrene; a report of two cases. 
Nat. M. Ass., 1933, xxv, 167. 

The prophylaxis of gas gangrene. R. Krarv. 
f. Chir., 1933, p. 1123. 

The treatment of anthrax with oxygen. 
E. P. Fipanza. 
1021. 

Two cases of actinomycosis treated by radium. S. 
Med. J. Australia, 1933, ii, 603. 

A contribution on sepsis. H. Scumirz. 
f. Chir., 1933, ccxl, 493. 


j. H. Hats. J. 
Zentralbl. 


A. ZENO and 
Soc. de cirug. de Buenos Aires, 1933, xvii, 


BRAY. 


Deutsche Ztschr. 


Anesthesia 


Anesthetics from the practical and scientific aspects. 
F. J. Morrin. Brit. M. J., 1933, ii, 636. 

The dentists’ achievement in the discovery and develop 
ment of anesthesia. L. M. S. Miner. New England J. 
Med., 1933, Ccix, 945. 

The prevention of burns and enapeaeee in the use of ex- 
plosive anesthetic mixtures. C. J. Gauss and C. Mar- 
GRAF. Deutsche med. +o 1933, i, 597. 

Oxidation disturbances with various types of anes- 
thesia. H. Fuss and E. Derra. Deutsche Ztschr. f. Chir., 
1933, ccxl, 42. 

Death from aspiration following anesthesia. 
Hess. Deutsche Ztschr. f. gerichtl. Med., 
132. 

Biochemistry in relation to anesthesia. 
Med. J. Australia, 1933, ii, 626. 


MUELLER- 
1933, XXi, 


I. MAXWELL. 


204 


Experiments with anesthetics. J. S. Lunpy, H. E. 
Essex, and J. W. KerNowan. J. Am. M. Ass., 1933, Ci, 
1540. 

The use of a local anesthesia in inflammatory tissues. 
J. Messinc. Ztschr. f. Stomatol., 1933, xxi, 707. 

A new method of anesthetizing for operations on the 
intra-abdominal organs. M. FRIEDEMANN. Zentralbl. f. 
Chir., 1933, Pp. 1154. 

Indications for evipan sodium. EF. 
med. Wchnschr., 1933, i, 996. 

Evipan-sodium anesthesia in major surgery. 
MANN. Chirurg, 1933, V, 344- 

Our experiences with evipan sodium as a controllable 
intravenous anesthesia. O. Racotzky. Therap. d. Gegenw., 
1933, Ixxiv, 150. 

Pathologico-anatomical findings in avertin deaths. 
Scutey. Zentralbl. f. Path., 1933, lviii, 164. [260] 

Coramin in large doses as a stimulant following avertin 
anesthesia. H. Drenz. Deutsche med. Wchnschr., 1933, 
i, 998. 

Coramin in denarcotization and resuscitation. P. M. 
Woop. Am. J. Surg., 1933, xxi, 86. 

The present status of ethylene. 
Ass., 1933, Ci, 1716. 

Combination avertin-ether rectal anesthesia; 
ments on animals. G. H. Hunt. Arch. Surg., 
o60. PB 

The relative merits of spinal and ether anesthesia. H. 
L. Foss and L. J. Scuwatm. J. Am. M. Ass., 1933, Ci, 
1711, [261] 


Koset. Deutsche 


M. FRIEDE- 


I. C. Hers. J. Am. M. 


experi- 
1933, XXVii, 


PHYSICOCHEMICAL 


Roentgenology 


\n improved cassette holder. H. H. Heyitmun and C. 
MAYFIELD. Radiology, 1933, xxi, 494. 

An apparatus for obtaining typical and atypical distant 
exposures. R. SANDERA. Acta radiol., 1933, xiv, 512. 

Experimental researches on the use of thorotrast by the 
intraperitoneal and intrapleural routes. E. RuGGrert and 
Ek. Zanetti. Ann. ital. di chir., 1933, xii, 853. [262| 

Foreign-body removal with the aid of the double-plane 
roentgenoscope. W. F. MANGES. m. J. Roentgenol., 
1933, XXX,,674. 

A new projection for the roentgenology of the optic 
foramen. J. FrrmANN-Daut. Acta radiol., 1933, xiv, 470 

The roentgenologically demonstrable anatomical cardia. 
T. BArsony and FE. Koprenstetn. Acta radiol., 1933, xiv, 
335. (262) 

The visibility of the pulmonary vessels (angiopneumog- 
raphy). L. De Carvatno and E. Moniz. Acta radiol., 
1933, XIV, 433. 

The differential diagnosis of diseases of the liver and 
spleen with the aid of roentgenography after the intra- 
venous injection of thorium dioxide sol (thorotrast); ex- 
perience with eighty patients. W. M. Yarer and L. S. 
OreLL. Ann. Int. Med., 1933, vii, 381. 

Basic principles and newer methods in irradiation ther 
apy. H. W. Reicu. 1933: Stuttgatt, Hippokrates-Verl. G. 
m. b. H 

An improved method of charting patients for deep 
roentgen therapy. T. P. LouGHery and W. R. STECHER. 
Radiology, 1933, xxi, 454. 

A rice phantom for depth-dose measurements. R. T. 
Pettit and R.S. LANDAVER. Radiology, 1933, xxi, 484. 

Roentgentherapy in the Bellevue Hospital of New York. 
I. I. KAPLAN. Med. rev. mexicana, 1933, xiii, 456. 


METHODS IN 


INTERNATIONAL ABSTRACT OF SURGERY 


Spinal anesthesia. L. H. Maxson. California & West 
Med., 1933, XXXix, 292. 

Blood pressure readings in spinal anesthesia. A. | 
BARNETT and E. R. May. Illinois M. J., 1933, Ixiv, 471 

The present status of various spinal anesthetics and 
their clinical usefulness. F. W. Marvin. J. Am. M. Ass., 
1933, Ci, 1475. 

Spinal anesthesia with pantocain. 
Buzo1anu, and D. CARAMZULESCU. 
205. 

General spinal anesthesia with percain and cardiaz«| 
ephedrin. Amza-Jtanu and Motsescu. Zentralbl. f. Chir 
1933, p. 1166. 

Localand conduction anesthesia. I. DRUENER. Deutsc! 
Ztschr. f. Chir., 1933, ccxl, 481. 

Studies in the pharmacology of local anesthetics. FE. | 
Swanson. J. Lab. & Clin. Med., 1933, xix, 120. 


ANGELESCU, (; 
Gynecol., 1933, viii, 


Surgical Instruments and Apparatus 


Disinfection of the hands before operation with mala 
chite green. E. Frorinr. Policlin., Rome, 1933, xl, 
prat. 1563. 

The on-end or vertical mattress suture. J. 
Ann. Surg., 1933, XCviii, 941. 

A periosteal elevator for the first rib. 
New England J. Med., 1933, ccix, 960. 

A needle holder for blood transfusion and intravenous 
therapy. W. B. Curistre. New England J. Med., 1933, 
ccix, 1062. 


S. Davi 


R. H. Swer: 


SURGERY 


Acne vulgaris from the radiological standpoint. B. I! 

SHERMAN. Radiology, 1933, Xxi, 405. 
Radiation therapy in skin cancer. Martin. Am 

J. Cancer, 1933, xix, 605. : [262| 

The effect of X-rays on the Vitamin B content of wheat 
seedlings. K. SuciuraA. Radiology, 1933, xxi, 438. 

Cancers produced in rabbits by the action of X-rays 
upon inflammatory lesions. A. LACASSAGNE. Brit. | 
Radiol., 1933, vi, 680. 


H. FE. 


Radium 


Some aspects of modern treatment by radium. J. Mayo 
Med. J. Australia, 1933, ii, 643. 

Notes on three problems of gamma-ray therapy. W. \ 
MAyneorbD. Brit. J. Radiol., 1933, vi, 508. 

A valve amplifier for the detailed study of radium isodos: 
curves. G. GOLDHABER and H. D. Grirrita. Brit. | 
Radiol., 1933, vi, 656. 

Conservative surgical measures facilitating radium in 
plantation. G.S. SHare. Am. J. Cancer, 1933, xix, 622 

The question of uniformity in gold implants; the natu: 
of the problem and a proposed solution. E. L. HARRING- 
TON and E. O. BRAATEN. Radiology, 1933, xxi, 495. 


Miscellaneous 

An apparatus for the production of local heat in bod) 
tissue by means of high frequency electric fields. F. W. 
Bisuop. Radiology, 1933, xxi, 487. 

The treatment of chorea by gga pyrexia. J. \ 
CueetuHaM. Brit. M. J., 1933, ii, § 

Pyretotherapy and chemothe i in the treatment © 
primary and secondary syphilis; an experimental and clini 
cal study. C. Ricnet, J. DuBLINEAU, and F. Jory. Press: 
méd., Par., 1933, xli, 1649. 





BIBLIOGRAPHY OF CURRENT LITERATURE 


lhe biological action of radiant light and its use in 
medicine. L. A. TurLey. J. Oklahoma State M. Ass., 
1033, XXVi, 308.. 

Hypersensitivity of the skin to light. L. R. Taussic. 
California & West. Med., 1933, xxxix, 301. 

On the radiosensitivity of the non-dividing cell. J. C. 
Mottram. Brit. J. Radiol., 1933, vi, 615. 

Some problems of modern radiology. R. S. PATERSON. 
Proc. Roy. Soc. Med., Lond., 1933, xxvii, 65. 

The indirect action of radiation. C. DE Gutpe. Bru- 
xelles-méd., 1933, Xili, 1407, 1443. 

Ultraviolet energy, its effect and intensity at various 
locations and altitudes. M. K. Wytper, R. S. Rock- 
woop, and S. B. Lrepincorr. Ann. Int. Med., 1933, 
vii, 605. 


205 


Ultraviolet irradiation and experimental tumors. A. 
Erprnow. Acta radiol., 1933, xiv, 408. 

Radiation therapy in medical practice. A. PoHLE. Wis- 
consin M. J., 1933, xxxii, 760. 

The treatment of malignant melanomata of the skin and 
vulva at the Radiumhemmet, Stockholm. L. M. ScHARNA 
GEL. Acta radiol., 1933, xiv, 473. | 263} 

Report of the Committee on Radium and X-ray Therapy. 
Proc. Roy. Soc. Med., Lond., 1933, xxvii, 95. 

The evaluation of ‘‘depth doses” of gamma and roentgen 
rays. W. J. Reesand L. H. CLark. Brit. J. Radiol., 1933 
vi, 588. 

The results of radiation studies. H. Hortretper. H. 
Ho.tHuSEN, O. JuENGLING, H. Martius, and H. R. 
SCHINZ. 1933: Leipzig, Thieme. 


MISCELLANEOUS 


Clinical Entities—General Physiological 
Conditions 


Clinical science. Str T. Lewis. Lancet, 1933, ccxxv, 905. 

Some rare congenital deformities. F.GROEGLER. Arch. 
f. path. Anat., 1933, cclxxxix, 430. 

A case of megalosyndactylism of the foot. D. Currt. 
Chir. d. organi di movimento, 1933, xvili, 243. 

The question of “embryonal injury” as the cause of 
congenital deformities and diseases. L. KiEwr. Ztschr. f. 
orthop. Chir., 1933, lix, 305, 345, 481. 

Unsuspected foreign body in the hand. I. FRAsEr. 
Lancet, 1933, CCXXV, 921. 

Choked leg. J. E. Jennrncs. Ann. Surg., 1933, xcviii, 
928. ; 

A case of hereditary telangiectasia. 
Lancet, 1933, CCXxv, 863. 

Two interesting nail cases. J. O’DONNELL. 
Australia, 1933, ii, 450. 

The treatment of sciatica. G. Stor. Practitioner, 1933, 
CXXXi, 581. 

Dupuytren’s contracture following injury. W. NIEDER- 
LAND. Med. Klin., 1933, i, 614. 

Volkmann’s contracture, cause and treatment. H. GoLp- 
BERG. Kentucky M. J., 1933, xxxi, 531. 

Peroneal muscular atrophy in five generations. I. 
GorvdoN. Lancet, 1933, CCxxv, 1026. 

The clinical significance of vertigo. 
Lancet, 1933, CCXXV, 950. 

Traumatic shock syndrome following rupture of the 
aorta and multiple fractures. H. WiLson and N. W. 
Roome. Am. J. Surg., 1933, xxii, 333. 

Determination of the antiscorbutic potency of vegetable 
products. G. F. G6ruitm. Acta med. Scand., 1933, Supp. 
liii. 

The hemostatic effect of intravenously injected hyper- 
tonic sodium chloride solution. A. Kormos. Orvosi hetil., 
1033, P. 705. [264| 

The effect of carbon dioxide inhalation on the coagula- 
tion of the blood. J. MARx. Orvosi hetil., 1933, p. 728. 

The toxic idiopathies. The asthma-urticaria-hay fever 
group (frequently, but loosely, called allergic), with special 
reference to treatment. J. FREEMAN. Practitioner, 1933, 
Cxxxi, 546. 

Variations in the blood serum and calcium in animals 
following sympathectomy of the superior thyroid artery. 
\. PreviTerA. Arch. ital. di chir., 1933, xxxiv, 846. 

Further observations on the specificity of the bacteri- 
cidal properties of normal serum. M. H. FINKetstein. J. 
Path. & Bacteriol., 1933, xxxvii, 350. 


G. J. MEIKLE. 
Med. J. 


C. P. Symonps. 


The bactericidal power of normal serum. J. Gorvon. 
J. Path. & Bacteriol., 1933, xxxvii, 367. 

Acute psoas abscess associated with double kidneys. 
G. A. B. WALTERS. Brit. M. J., 1933, ii, 072. 

Remarkable cases of gangrene. M. Nipper and R. M. 
MAYER. Deutsche Ztschr. f. gerichtl. Med., 1933, xxi, 120. 

Coccygeal sinus. R. L. NEWELL. Brit. J. Surg., 1933, 
xxi, 210. {265} 

Erythroblastic anemia (Cooley’s syndrome). F. F. 
Borze.i. Am. J. Roentgenol., 1933, xxx, 657. 

A case with absence of polymorphonuclear leucocytes. 
S. P. Gupta. Indian M. Gaz., 1933, xviii, 573. 

A case of the Schoenlein-Henoch syndrome. A. PINEy. 
Lancet, 1933, CCXxv, 1144. 

Status lymphaticus; an adrenal-thyroid syndrome. W. 
N. Kemp. Canadian M. Ass. J., 1933, xxix, 506. 

Chronic hereditary cedema ( Milroy’s disease) ; its clinical 
aspects and the nature of its production. L. B. Exits and 
F.C. Hatt. New England J. Med., 1933, ccix, 934. 

(Edema of the legs due to local causes. J. HoMANS. New 
England J. Med., 1933, ccix, 939. 

(Edema in the leg of a child; a case for diagnosis. W. E. 
Tucker. Proc. Roy. Soc. Med., Lond., 1933, xxvii, 28. 

Agranulocytosis. G. Firznucu. New England J. Med., 
1933, CCIX, IOSI. 

Agranulocytosis; an experimental and clinical study. A. 
Musso and J. R. Lourerro. Semana méd., 1933, x1, 
1181. 

Agranulocytosis. A report of three cases treated with 
nucleic acid derivatives. W. DAmesnek. New England J. 
Med., 1933, ccix, 1054. 

Experimental studies on lymphomatosis of mice. J. 
Furtu, H. R. Sersoip, and R. R. Rarupone. Am. J. 
Cancer, 1933, XiX, 521. {265} 

Lymphogranulomatosis of the fatty tissue. FE. MAKAr. 
Zentralbl. f. Chir., 1933, p. 1267. 

The cutaneous type of malignant ulcerative lympho- 
granulomatosis. G. ETreENNE, P. L. Drovet, P. FLoREN- 
TIN, and P. Louyor. Bull. et mém. Soc. méd. d. hop. de 
Par., 1933, xlix, 1144. 

Elephantiasis twelve years after treatment by Kondo- 
leon’s operation. W. G. Spencer. Proc. Roy. Soc. Med., 
Lond., 1933, Xxcii, 20. 

Bornholm disease. W. N. Pickers. Brit. M. J., 1933, ii, 
817. 

An outline of neoplastic knowledge. K. A. 
1933: Leipzig, Kabitzsch. 

Radiotherapy as a method of identifying certain varieties 
of tumor. A. U. Desyarpins. J. Am. M. Ass 
1705. 


HEIBERG. 


» 19033; Ch, 


[266| 





296 


1933, xl, 
M. R. Rep. In- 


A study of tumors. L. A. Bosst. Semana méd., 
1201. 
The treatment of pigmented moles. 
ternat. Clinics, 1933, iv, 222. 
Cavernous ly mphangioma with intermittent infection 
GERLACH. Zentralbl. f. Chir., 1933, p. 820. 


Immature, localized, and destructive rhabdomyoblas- 
1933, 
[266] 


toma. M. GLasunow. Frankfurt. Ztschr. f. Path., 
xlv, 328. 

Schueller-Christian disease. R. S. RowLanp. Am. J. 
Roentgenol., 1933, xxx, 640. [267] 

Xanthoma accompanied by hypercholesterolamia occur- 
ring in an otherwise normal individual and in an individual 
with acromegaly and diabetes. T. H. McGavack and H. 
C. SHEPARDSON. Ann. Int. Med., 1933, vii, 582. 

Myomata of the skin. M. ABERASTURY. Semana méd., 
1933, Xl, 1105. 

The history of cancer. 
cinnati, 1933, Xiv, 455. 

The fight against cancer. F. 
Gynaek., 1933, Pp. 999. 

Strategy in the fight against cancer. G. E. GAsK. Proc. 
Roy. Soc, Med., Lond., 1933, xxvii, 69. [267] 

Our results in combating cancer in Westfalen and some 
conclusions drawn therefrom. P. Escu. Deutsche med. 
Wcehnschr., 1932, ii, 1077. 

The defe nse of the organism against cancer. 
NENEY. Clin. y lab., 1933, xviii, 825. 

The early diagnosis of cancer of the skin. D. E. H. 
CLEVELAND. Canadian M. Ass. J., 1933, xxix, 465. 

Chorionic carcinoma. W. Sattssury. Brit. M. J., 1933, 
ii, 916. 

Cancer and Liek’s comments thereon. F. B. La 
RocHeEte. Internat. J. Med. & Surg., 1933, xlvi, 547. 

Multiple malignant new growths associated with carci- 
noma of the cesophagus. J. E. G. McGrsson. Lancet, 
1933, CCXxvV, 806. 

Medical treatment of cancer. J. L. Lomsa. 
Lat.-Am., 1933, Xviii, 1373. 

The platinum-filtered radon seed in the treatment of 
cancer. S. M. BAum. Internat. J. Med. & Surg., 1933, xlvi, 
542. 

The operative and irradiation treatment of cancer. 
BEHREND. Zentralbl. f. Chir., 1933, p. 1463. 

Leiomyosarcoma. H. Krauskopr. Am. J. Surg., 
xxii, 192. 

The present status of the biopsy. A. B. McGraw and 
F. W. Hartman. J. Am. M. Ass., 1933, ci, 1205. [268] 

Physicochemical problems in surgery. J. BAUMANN. 
Med. Welt., 1933, pp. 656, 693. [268] 


W. M. Mitrar. J. Med., Cin- 


MepER. Zentralbl. f. 


G. JEAN- 


Rev. méd. 


1933, 


General Bacterial, Protozoan, and Parasitic 
Infections 


Sepsis and the acid-base balance. L. Hazay. Ztschr. f. 
Geburtsh. u. Gynaek., 1933, CV, 288. 

Septicemia due to micrococcus catarrhalis; rhinopharyn- 
gitis, acute nephritis, and meningitis. C. ZorLiEr, G. 
AnprieEv, R. Crosnter, and J. Passa. Bull. et mém. Soc. 


méd. d. hop. de Par., 1933, xlix, 1104. 


Ductless Glands 


Handbook of internal secretions. An inclusive presen- 
tation of the anatomy, physiology, and pathology of the 
endocrine glands. M. HirscH. 1933: Leipzig, Kabitzsch. 

The occurrence of the male sex hormone in the urine of 
the newborn and in the placenta. Contribution on the 


INTERNATIONAL ABSTRACT OF SURGERY 


antagonistic action of the sex hormones. 
Wirz, and H. Daners. Arch. f. Gynaek., 

Medical aspects of endocrine therapy. T. FitzHucu, 
Jr. J. Indiana State M. Ass., 1933, xxvi, 545. 

A summarizing —— of gynecological endocrinology 
and organotherapy. E. Novak. Internat. Clinics, 1933, iv, 
179. 

The transplacental passage of tuberculin bacilli studied 
by the method of Loewenstein. Rorporr. Arch. di ostet 
e ginec., 1933, xl, 627. 

The anterior pituitary; its scientific and clinical aspects 
B. T. Mayes. Med. J. Australia, 1933, ii, 677. 

Five types of hypopituitary endocrinopathies. S. .\ 
LoOEWENBERG. Med. Clin. North Am., 1933, xvii, 647. 

The clinical diagnosis of hypopituitarism; its relation to 
medical practice and limitations as to treatment. | 
Perkins. Rhode Island M. J., 1933, xvi, 161. 

Pituitary cachexia and Addison’s disease. D. P. Barn. 
J. Iowa State M. Soc., 1933, xxiii, 599. 

Organotherapy in pituitary diseases. 
Internat. Clinics, 1933, iv, 114. 

Roentgen irradiation of the hypophysis in the treatment 
of diabetes mellitus. S. RomANo. Rassegna internaz. (i 
clin. e terap., 1933, Xiv, 934. 

The relation of the thyroid, the adrenals, and the islands 
of Langerhans to malacic diseases of bone. R. GOLDEN and 
H. Assott. Am. J. Roentgenol., 1933, xxx, 641. (269) 

The clinical indications for, and the proper use of, thyroic| 
substance. H. Lisser. Internat. Clinics, 1933, iv, 66. 

The hormone of the parathyroid glands. D. L. Taomson 
and J. B. Cottrp. Internat. Clinics, 1933, iv, 102. 

Parathyroidism; its clinical symptomatology. |. 
Batun. Am. J. Roentgenol., 1933, xxx, 571. [270| 

Parathyroidism; its pathological and etiological classi 
fication. P. F. Morse. Am. J. Roentgenol., 1933, xxx, 
578. [270) 

Hyperparathyroidism. G. ZAGARI. 
di clin. e terap., 1933, Xiv, QII. 

Osteitis fibrosa cystica associated with parathyroid over- 
activity. R. Dresser. Am. J. Roentgenol., 1933, xxx, 50°. 

Roentgen irradiation of the parathyroid region in cystic 
disease of the bones and in osteitis deformans. E. \ 
Merritt. Am. J. Roentgenol., 1933, xxx, 668. 

The clinical effects of the pancreatic extract, insulin 
W. R. CAmpBELL. Internat. Clinics, 1933, iv, 142. 

The adrenal cortex’and sex. S. L. Stwpson, A. Koun 
SPEYER, and V. KoRENCHEVSKY. Lancet, 1933, ccxxv, 
1194. 

The relation of the adrenal cortex to Vitamins A, B, and 
C. J. E. Lockwoop and F. A. Hartman. Endocrinology, 
1933, XVii, 501. [271| 

The influence of adrenal cortex extract on resistance to 
certain infections and intoxications. W. J. M. Scott, \\ 
L. BrRapForp, F. A. HARTMAN, and O. R. McCoy. Endo- 
crinology, 1933, xvii, 529. [271| 


H. GoeEckg, P. 
1933, Clili, 233. 


T. B. Futcuer. 


Rassegna internaz. 


Surgical Pathology and Diagnosis 


Tissue culture in its relationship to surgical pathology. 
H. J. Burrows. Lancet, 1933, ccxxv, 964. 

The value of the sedimentation test in surgery. I! 
Harttunc. Ztschr. f. aerztl. Fortbild., 1933, xxx, 365 

Anaérobic methods for the identification of hemolyti: 
streptococci. R. M. Fry. J. Path. & Bacteriol., 1933, 
XXXVii, 337. 

A study of the antihemolytic titre of sera of man ani 
animals following staphylococcal infection. J. I. Connor 
and M. McKie. J. Path. & Bacteriol., 1933, xxxvii, 353. 





